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Systemic Manifestations of Erythema Nodosum 


e The systemic manifestations accompanying 
erythema nodosum can be differentiated from 
those associated with the precipitating infectious 
process and from coincident disease processes. 

Erythema nodosum itself is characterized by 
(a) skin lesions at pressure sites, (b) malaise, 
fever and occasionally chills, (c) arthritis (70 
per cent) and (d) over-reactivity of tissue. Tissue 
hypersensitivity is most pronounced at sites of 
trauma, at sites of specific skin testing, and in 
the lymphoid system draining infections in the 
pharynx and lung. 

Common infections of the respiratory tract 
most often antedate attacks of erythema no- 
dosum. In New England, a 8-hemolytic strepto- 
coccus infection is a common causative factor, 
and tuberculosis is an unusual causative factor. 


THE COMMON benign form of erythema nodosum 
is characterized by tender, bruise-like lesions on 
the shins of a patient who is ambulatory. Much of 
the knowledge of erythema nodosum, however, has 
come from studies on the more severe and less fre- 
quent variety of this disease which is marked by 
systemic symptoms and a protracted course. The 
purpose of this presentation, which is based on 
observation and review of the records of 163 pa- 
tients with the disease, is to differentiate the clinical 
manifestations of erythema nodosum itself from 
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In endemic areas, coccidioidomycosis is a com- 
mon cause of erythema nodosum. 

The most important coincidental disease 
process is rheumatic heart disease. Rarely is it a 
sequel of erythema nodosum. Other “collagen 
diseases” may coexist with erythema nodosum. 

Erythema nodosum is its own most common 
complication. Follow-up studies indicate that 
over half of the patients have a subsequent at- 
tack, and a certain number have recurrent epi- 
sodes for months to years. 

The management of erythema nodosum is 
expectant. In each case the cause should be 
found and treated. Steroid treatment is rarely 
justified, and should be used only after tuber- 
culosis and other treatable entities have been 
ruled out. 


those arising from coincident or causative under- 
lying processes. 

The clinical material used in this study was seen 
in the medical clinics of the Peter Bent Brigham 
Hospital, Boston, Massachusetts, and in the author’s 
practice in Boston and in Palo Alto, California. 


DIAGNOSIS OF ERYTHEMA NODOSUM 


The more severe type of erythema nodosum! is a 
systemic disorder accompanied by tender, some- 
times spontaneously painful, indurated lesions of the 
skin and subcutaneous tissues. The diagnosis can- 
not be made from its systemic symptoms, however, 
without the presence of these lesions somewhere on 
the cutaneous surfaces of the body. Usually, bilateral 
lesions resembling bruises are found on the shins. 
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Sometimes these are entirely subcutaneous, or are 
in bizarre locations, such as over the vulnerable 
pressure prominences of the ankles, knees and el- 
bows, or even on the face and neck. Early lesions 
may be superficial, hive-like, nonpruritic, erythema- 
tous plaques which later become unmistakable 
erythema nodosum lesions. 

Characteristically, nodes occur in_ successive 
crops. Usually individual nodes start as indurated 
subcutaneous nodules which, in the course of one 
to two days, enlarge to a diameter of 1 to 4 cm. and 
involve the overlying skin in edema, erythema and, 
at times, a mild degree of ecchymosis. As they sub- 
side during the succeeding days to a week or longer, 
a fine overlying paper-like scale may develop. Occa- 
sionally, frank purpura of the nonthrombocytopenic 
variety appears either in separate lesions or as a 
part of erythema nodosum lesions. At the height 
of the disease, lesions may become confluent, par- 
ticularly on the parts of the legs that rest against 
each other during sleep. At this stage of the disease, 
the most ordinary minor trauma to bony promi- 
nences, or even to the soft tissues of the body, may 
be followed within one to two days by typical lesions. 
Following recovery, this vulnerability to pressure 
disappears. 

Some difficulties in diagnosis and interpretation 
have arisen when indurated lesions are persistent. 
Most often, erythema nodosum is readily distin- 


guished from other nodular processes such as nodu- 
lar vasculitis, erythema induratum, Schoenlein’s 
purpura and Weber-Christian’s syndrome, which 
also may accompany erythema nodosum. In doubt- 
ful cases, biopsy is helpful; but it is not the final 
court of appeal, since erythema nodosum is a clini- 
cal and not a pathological entity. 


TABLE 1.—Record of Preexisting or Subsequent Diseases in 
90 Patients 


No. Patients 


Preexisting rheumatic heart disease 
Subsequent rheumatic heart disease 
Recurrent erythema nodosum 
Preceding or subsequent erythema nodosum 

Duration of follow-up was one year in 13 cases, two to 
four years in 28 cases, five to 10 years in 30 cases, 10 to 20 
years in 11 cases, and 20 to 30 years in 8 cases. 


Usually, lesions of erythema nodosum heal with- 
out necrosis or scar formation. Lesions should not 
be incised as unfortunately has been done all too 
often. Occasionally, confluent lesions go on to ulcera- 
tion, not only in persons with ulcerative colitis? but 
also in persons who have no bowel disorder and no 
apparent overt causative infectious process.* Rarely, 
a drug is found to be the cause of erythema no- 
dosum.'! Discovering and discontinuing such an 
agent is just as important as finding and eradicating 
the usual infections which precipitate most attacks 
of erythema nodosum. 


SYSTEMIC SYMPTOMS OF ERYTHEMA NODOSUM 


Apart from the precipitating causes, erythema 
nodosum itself can be a severe illness. In addition to 
the skin lesions, malaise, fever and sometimes chills 
occur. Usually acute attacks last one to five weeks 
and subside without residual signs or symptoms. Ap- 
proximately one patient in ten, however, has an 
attack that smolders on for months to a year or 
moret!5 (Table 1). 

Arthritis: Most erythema nodosum patients in 
this study (70 per cent) had joint manifestation 
of some type associated with the acute attack (Table 
2). In its mildest form, this consisted of arthralgia. 
In its most obvious form there was acute serous 
arthritis with redness, heat, swelling and pronounced 
pain on motion. Chart 1 shows the interval between 
the onset of arthritis and the development of the 
lesions which establish the diagnosis. In general, 
patients with the milder forms of the systemic dis- 
ease had the worst trouble with their joints, perhaps 
because they remained on their feet up to the onset 
of more acute symptoms. Once bedridden, patients 
had less arthritis. Arthritis occurring late in the 
acute course of erythema nodosum was less com- 
mon. 

The joints involved most often were the ankles 
and knees. Arthralgia of the wrists and fingers was 
surprisingly common in cases in which these symp- 
toms were asked about by the examining physician. 


*Observed three times in the 163 patients of this study. 


+Observed nine times in the 163 patients of this series. Data given 
for smoldering or subsequent erythema nodosum is weighted by the 
fact that the authors’ special interest in this disease has resulted in spe- 
cial efforts of physicians and the patients themselves to refer problem 
illnesses for study. 


TABLE 2.—Arthritis and Erythema Nodosum 








Records 
Available 





Past history arthritis 

Subsequent history arthritis 

Arthritis with erythema nodosum 

No arthritis with erythema nodosum 
Rheumatic heart disease present, all patients 


Rheumatic Heart Disease 


Per Cent No. Per 
of Total Patients Cent 


Number 
Patients 


39 4 10 
18 3 17 
96 9 9.4 
40 4 10 
was ike 15* 9.2 


*Includes two patients with new rheumatic heart disease with or after erythema nodosum. 
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Chart 1.—Interval between onset of arthritis and erythema nodosum. 


Objective findings in the no-weight-bearing joints 
were unusual. Subjective back pain occurred occa- 
sionally. 

Poncet’s arthritis: In 1902, Poncet!* described a 
transient aseptic type of arthritis in patients with 
tuberculosis which he thought was related to the 
tuberculous process. Erythema nodosum due to 
tuberculosis should be an ideal circumstance in 
which to study this entity. In the present study there 
were five patients who were proven by the isolation 
of tubercle bacilli to have active tuberculosis (Table 
3). None of the five had arthralgia or arthritis with 
an episode of associated erythema nodosum. In one 
of these subgroups of patients, a subsequent attack 
of erythema nodosum a year later associated with 
an upper respiratory tract infection was accom- 
panied by mild arthralgia. At that time, studies 
revealed evidence of a streptococcal and not a tuber- 
culous infection. It is of interest that erythema 
nodosum ordinarily is associated with arthralgia 
and arthritis, and yet in all these cases of proven 
tuberculosis the patients were free of joint symptoms 
at the time of a known tuberculous infection. 


VOL. 85, NO. 4 > OCTOBER 1956 


Lungs: Many observers®:!®'* have noted pulmo- 
nary abnormalities associated with erythema no- 
dosum. Patients with these changes have a mild to 
severe harassing dry cough (Table 4). The most 
characteristic pulmonary finding is hilar adenopa- 
thy, with or without increased lung marking or 
mottling of the lungs. A perihilar clear zone sepa- 
rating the node from the mediastinum structures 
(Figure 1) has been noted often enough in this 


TABLE 3.—Tuberculosis and Erythema Nodosum 


Tuberculosis 


Records No. Per 
Available Patients Cent 





Family history tuberculosis............ 163 12 7.3 
Past history clinical tuberculosis. 163 7 4.3 
Past exposure to tuberculosis........ 163 4 2.4 
Proven tuberculosis with erythema 

nodosum 163 : 3.0 
Tuberculin tests (purified protein 

derivatives) 53 

First strength positive 

Second strength positive... 

Second strength negative... 





TABLE 4.—Roentgenologic Findings in the Chest in 93 Patients 
with Erythema Nodosum 


No. Cases 


Entirely negative 
Increased root markings 
PMPRT IEG TRI: TNC scans sn nseciomceneancresecrcevcaee 
Enlarged lymph nodes with mottling in the lung fields 
Mottling of the lungs 
Apical infiltrations 

Inactive tuberculosis ........................0++ 


disease and not in other conditions, to suggest that 
this is a presumptive diagnostic finding. In none 
of the patients in the present series were these pul- 
monary patterns found to be due to tuberculosis. 
Of parenchymal lesions found in the upper lung 
fields only, four were inactive and one was active 
apical tuberculosis. 

The changes in peripheral lung fields that have 
been seen by the author, clear within one to three 
weeks. Hilar nodes may persist for one to four 
months. In some series of patients, one or another 
of these pulmonary patterns has been found to be 
due to a recognizable infection which itself is the 
cause of the erythema nodosum. In the Scandina- 
vian countries where tuberculosis is still prevalent, 
tubercle bacilli have been obtained from the sputum 
or gastric washing in a number of these persons. In 
the San Joaquin Valley in California, evidence of a 
concurrent coccidioidomycosis infection is a com- 
mon finding. In New England, benign bronchitis is 
the most commonly recognized cause of pulmonary 
findings. 

Pulmonary changes seem to be, in part, a mani- 
festation of erythema nodosum itself. The peripheral 
infiltrations of the lung fields undoubtedly represent 
a local infection and the hilar nodes represent a 
secondary regional adenitis. The most interesting 
feature of these changes is the relatively mild de- 
gree of bronchitis or pneumonitis which brings 
about the central adenitis and systemic symptoms. 
In the same way, simple tonsillitis may be accom- 
panied by a more obvious satellite cervical adenitis, 
the two changes together precipitating striking sys- 
temic manifestations. These effects seem to be a 
part of a general tissue over-reactivity which contrib- 
utes to skin and joint changes as well. Tuberculin 
tests* or streptococcus skin tests* during the active 
phase of the disease will also provoke clinical exacer- 
bations, whereas they do not do so at other times 
in these patients. 

Laboratory findings: Transient, slight albumin- 
uria may occur at the height of an attack. Where 
acute infection does not complicate erythema no- 
dosum, the changes in the blood are minimal. In 
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Figure 1.—Hilar adenopathy associated with erythema 
nodosum. 


some patients with high fever and a protracted 
course, mild anemia develops. The number of leuko- 
cytes may be elevated—from 12,000 to 25,000 in a 
severely ill patient—with a shift to the younger 
forms. Normal or low leukocyte counts may be seen 
where there is an accompanying virus infection. The 
sedimentation rate may be elevated, depending on 
the intensity of the disease. 


Total proteins: Total serum proteins are usually 
within the normal range. Occasionally an elevated 
globulin value is encountered much as in other 
systemic disorders that run a protracted course. 


Electrocardiograms: Erythema nodosum does not 
cause alterations in the electrocardiographic trac- 
ings. 

Bacteriology: In this study (Table 5) B-hemolytic 
streptococci were recovered from the pharynx in 20 
of 48 cases in which cultures were made one or 
more times, and once from the antrum, once from a 
retained tooth fragment, and once from a tooth 
socket after dental extraction for an abscessed tooth. 
In the last three instances, throat cultures contained 
no B-hemolytic streptococci. No B-hemolytic strep- 
tococci were recovered from eight additional patients 
who had received an antibiotic just prior to study. 
The importance of the B-hemolytic streptococci in 
the northeast part of the United States where this 
study was done is abundantly apparent. 
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TABLE 5.—Beta-Hemolytic Streptococci Associated with 
Erythema Nodosum 


No. Patients 


Retained tooth fragment 
Tooth socket 


No Beta-hemolytic streptococci recovered: 
Pharynx 

Skin tests with Beta-hemolytic streptococcus vaccine: 
Positive 
Negative 


Skin tests: Emphasis on tuberculosis as a cause 
of erythema nodosum has resulted in a considerable 
body of uncritical misinformation on this subject. 
Table 3 gives the results of tuberculin tests on a 
group of patients with the more severe forms of 
erythema nodosum. It is seen that positive reaction 
to tuberculin tests is not the rule. 


Beta-hemolytic streptococcus skin tests (Table 5) 
may even precipitate new crops of erythema no- 
dosum® just as tuberculin skin tests have been re- 
ported to do in the past.* This occurred in 7 of 59 
patients with positive streptococcus reactions and 
did not occur where other skin tests were done. It 
did not occur in association with tuberculin testing. 
Skin tests have been of value in one other respect: 
The lack of anergy in patients with erythema no- 
dosum is looked upon by the author as evidence 
that erythema nodosum is unrelated to sarcoid. 
Contrary claims by other investigators® have not 
been substantiated in the present series or other 
large series of reported cases.15:9 


Rheumatic fever: The common occurrence of joint 
manifestation in erythema nodosum has led to much 
confusion in the relation between rheumatic fever 
and erythema nodosum. The frequent presence of a 
streptococcus infection antedating erythema no- 
dosum has added to this confusion.1®*1!? Further- 
more, it is known that a certain number of persons 
in whom erythema nodosum develops also have 
rheumatic heart disease. Table 6 shows the incidence 
of rheumatic heart disease in a group of patients 
with erythema nodosum. The coincidence of ery- 
thema nodosum and rheumatic heart disease is 
greater than that expected in a random sampling of 
the population. To an extent, this might be expected 
in a region where a streptococcus as an etiologic 
factor is common. 


When a family history of rheumatic heart dis- 
ease is carefully sought, it is found (Table 6) that 
patients with erythema nodosum alone have the 
expected low incidence of rheumatic heart disease 
history and that those with both erythema nodosum 
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TABLE 6.—Relationship of Coincidence of Rheumatic Heart 
Disease and Erythema ees to Family History of Rheumatic 
‘ever 


No. of 
Records 
Available 


No. of 
Patients 





Family history of rheumatic fever* : 
Patients with preexisting 
rheumatic heart disease ...... 11 4 36.0 


Patients with no rheumatic 
heart disease 1 10 15 


Carditis with erythema nodosum 163 1 0.6 


*Rheumatic fever = Rheumatic heart disease, six patients; chorea, 
One patient; acute rheumatic fever, one patient. 


and rheumatic heart disease have the expected high 
incidence of a family history of rheumatic heart 
disease. In only one patient in the series did rheu- 
matic heart disease develop subsequent to erythema 
nodosum and in one patient acute carditis developed 
coincident with erythema nodosum (Table 6). All 
the other patients with erythema nodosum and 
rheumatic heart disease were known to have heart 
disease before the first attack of erythema nodosum. 

This situation may be summarized by saying that 
both erythema nodosum and rheumatic heart dis- 
ease can appear in the same person who has the 
hereditary background of susceptibility. Rarely do 
they appear simultaneously. Unlike rheumatic fever, 
which is initiated by B-hemolytic streptococcus in- 
fection only, erythema nodosum may be set off by 
many infectious processes. 


Follow-up examination: Table 1 gives data on 
follow-up studies. Combining this data with data on 
a past history of other attacks of erythema nodosum, 
it is found that, of 90 patients followed for a year 
or longer, 57 had more than one episode and 9 
unfortunately had a chronic relapsing form of ery- 
thema nodosum. 

The best single clue to the relation between ery- 
thema nodosum and rheumatic heart disease is to be 
found in follow-up studies. In persons (65 per cent) 
with joint pains and fever who develop proved 
rheumatic heart disease, murmurs and evidence of 
cardiac involvement will develop usually within one 
year,’ and almost always within five years. Only 
one patient in the present series who did not have 
rheumatic heart disease at the time of erythema 
nodosum developed subsequent rheumatic heart 
disease. 

Subsequent roentgenological examinations of the 
chest (Table 1) gave no further evidence of tuber- 
culosis as the cause of erythema nodosum in patients 
not known to have tuberculosis at the time erythema 
nodosum developed. 


Treatment of erythema nodosum with systemic 
manifestations: Many patients with erythema no- 
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dosum will recover without event if given only bed 
rest and symptomatic therapy. This management is 
recommended as the standard form of treatment. 

During this treatment, diligent efforts should be 
made to determine the infectious or the chemical 
allergen causing the disease. The only specific treat- 
ment for erythema nodosum is specific removal of 
such a cause. 

The most important etiologic factor to rule out 
is tuberculosis. When found, it should be treated 
according to accepted principles and the erythema 
nodosum treated with appropriate symptomatic 
management. 

When evidence of a 8-hemolytic streptococcus in- 
fection is found, penicillin should be given paren- 
terally for from ten days to two weeks. This will not 
alter the speed of normal recovery but may be 
helpful in shortening a protracted course of ery- 
thema nodosum. 

When there is evidence that an infected tooth or 
infected tonsils are at fault, antibiotic therapy alone 
is not enough. The infected focus should be removed 
surgically after a period of antibiotic treatment. 
Erythema nodosum complicating ulcerative colitis 
or regional ileitis may improve on antibiotic, 
dietary, and other treatment. When it does not, it is 
ominous and portends the need for surgical re- 
section. 

Only rarely will there be occasion to use cor- 
tisone derivatives or corticotropin (ACTH) for ex- 
cruciatingly painful smoldering erythema nodosum 
or for long-standing erythema nodosum which is 
causing so much arthritis that the patient cannot 
remain gainfully employed. This treatment should 
be reserved for patients in whom tuberculosis is 
not a cause and for those on whom careful observa- 
tion has shown that a specific treatment for a known 
cause cannot be used instead. 

300 Homer Avenue, Palo Alto. 
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Adrenalectomy for Control of Cancer of the Breast 


MARCUS H. RABWIN, M.D., D. H. ROSENBLUM, M.D., Beverly Hills, 
BENJAMIN SIMKIN, M.D., HENRY L. JAFFE, M.D., and 
NATHAN FRIEDMAN, M.D., Los Angeles 


A TEAM OF SPECIALISTS composed of two surgeons, 
an endocrinologist, a therapeutic radiologist and a 
pathologist have been working together at the 
Cedars of Lebanon Hospital in Los Angeles for the 
purpose of treating a group of patients with ad- 
vanced metastatic cancer of the breast. The treat- 
ment consists of the surgical removal of the ovaries 
and the adrenal glands. 

This cooperative therapeutic endeavor was stimu- 
lated by the reports of Huggins*® who first intro- 
duced this form of treatment. Subsequent published 
reports by other groups also noted that favorable 
palliative results could be obtained in some of the 
patients subjected to total adrenalectomy.*©!%13-15 

This report summarizes the experience with, and 
program of management of, ten patients with ad- 
vanced metastatic cancer of the breast treated by 
bilateral oophorectomy and adrenalectomy and who 
have now been observed for one year or longer. 


CONDITION OF PATIENTS 


Combined oophorectomy and adrenalectomy was 
performed in ten patients with metastatic carcinoma 
of the breast. All had metastasis to soft tissue and/or 
bone of significant clinical degree associated with 
active progressive symptoms due to the metastatic 
lesions. In every case, the metastatic lesions could 
be objectively demonstrated. There was no selection 
as to age, pathological type of tumor, type of metas- 
tasis or previous therapy. Eight of the ten patients 
had had varying amounts of hormonal and x-ray 
therapy previously, despite which the disease was 
still progressing. None of the patients had had 
surgical oophorectomy. Two of the patients had no 
previous palliative therapy for the metastatic disease. 


PREOPERATIVE MANAGEMENT 


1. Preoperative Studies 


(a) Routine tests normally obtained before any 
type of elective surgical procedure. These tests in- 
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e Bilateral oophorectomy and adrenalectomy were 
used in the treatment of ten patients with ad- 
vanced metastatic carcinoma of the breast, and 
particular attention was given to preoperative 
and postoperative management by a team of 
specialists including surgeons, endocrinologist, 
radiologist and pathologist. 

Objective and gratifying clinical remissions 
were achieved in three of the ten patients in this 
series following total oophorectomy and adrenal- 
ectomy. The remaining seven patients all subse- 
quently died of metastatic disease. There were 
no operative deaths. 

Known cerebral or hepatic metastasis contra- 
indicates adrenalectomy for metastatic cancer of 
the breast. Five of the seven patients not bene- 
fited by the operation had either cerebral or 
hepatic metastasis. 

The best candidates for adrenalectomy are pre- 
menopausal women who have previously had a 
clinical remission following oophorectomy and 
who have subsequently relapsed. 

The indications for adrenalectomy in the post- 
menopausal woman are not clear. 


clude urinalysis, complete blood cell count, platelet 
count, blood typing and serum creatinine determin- 
ation. In the event of known or suspected cardio- 
vascular disease, an electrocardiograph and a 6-foot 
film of the chest for heart size were also obtained. 


(b) Serum electrolytes. Serum sodium, potas- 
sium, chloride and carbon dioxide combining power 
determinations were done. These served as a base- 
line for postoperative serum electrolyte determina- 
tions, helpful in adjusting postoperative adrenal re- 
placement therapy. 


(c) Tests of calcium metabolism (particularly in 
patients with osseous metastasis). These studies 
served as preoperative baseline values for subse- 
quent postoperative determinations. These tests are 
an aid in the evaluation of the growth activity of 
osseous metastasis before and after adrenalectomy.” 

(1) Serum calcium. 

(2) Serum phosphorus. 

(3) Serum alkaline phosphatase. 

(4) Quantitative 24-hour urine excretion of cal- 
cium on the third day of a low calcium (100 mg.) 
diet. 


(d) Hormonal studies. The only hormonal study 
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done routinely was determination of the 24-hour 
urine excretion of total estrogens. This was repeated 
two or three months after operation to determine 
the effect of adrenalectomy on estrogen production.’ 
Preoperative tests of adrenal cortical function were 
not routinely done because it was felt they did not 
contribute to the practical management of the pa- 
tients. All patients were routinely protected against 
operative and postoperative adrenal insufficiency by 
a standard schedule of adrenal cortical replacement 
therapy. 


(e) X-ray studies. Bone surveys and films of the 
chest for the detection of metastatic lesions were 
obtained. 


2. Preoperative Adrenal Cortical Preparation 


Nine of the ten patients had two-stage adrenal- 
ectomy. Adrenal cortical replacement therapy was 
done routinely before the first stage of the adrenal- 
ectomy. This was done for the following reasons: 
(1) What the functional capacity of the remaining 
adrenal gland will be after unilateral adrenalectomy 
cannot be forecast accurately before operation; 
(2) The adrenal glands of patients with advanced 
carcinoma may already be subjected to stress prior 
to operation;'® (3) Unsuspected metastatic car- 
cinoma in the adrenal glands was discovered in a 
high proportion of the patients in this series. 

Because of these factors, it was felt that it is easier 
and safer to protect the patient against possible 
operative or postoperative adrenal cortical insuffi- 
ciency than to treat adrenal collapse when it occurs. 

The following treatment schedule was followed: 


Cortisone acetate: Two days before operation— 
50 mg. intramuscularly every 12 hours. One day be- 
fore operation—50 mg. intramuscularly four times 
a day. Two hours before operation—150 mg. intra- 
muscularly. 

(Note: Desoxycorticosterone acetate (DOCA) and 
sodium chloride were used preoperatively in only 
two cases, early in the series. In those two cases 
these agents were used as recommended by Huggins 
and postoperative peripheral and pulmonary edema 
was a problem. In the subsequent patients these 
substances were not given and this complication 
did not occur. ) 


SURGICAL TECHNIQUE 


In all but one case in this series the operation 
was done in two stages: Bilateral oophorectomy and 
left adrenalectomy in the first stage, and right 
adrenalectomy a week or ten days later. In one in- 
stance the entire procedure was done in one stage. 
It is felt that when the patient is in reasonably good 
condition the one-stage procedure can be done 
safely. 
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Oophorectomy is done through a suprapubic mid- 
line incision. The patient is then placed on her right 
side in a “kidney position,” and the left adrenal 
gland is removed through an incision going through 
the bed of the 12th rib. The lumbar muscles are 
divided in the line of the incision, Gerota’s fascia 
is incised, the kidney is drawn downward and the 
adrenal gland exposed. Because the gland is ex- 
tremely friable, clamps should be applied to sur- 
rounding adventitious tissue rather than to the gland 
itself in providing traction for exposing the adrenal 
artery and veins. On the right side the upper pole 
of the gland must be separated from the posterior 
surface of the liver, and the deep surface must be 
carefully dissected from the vena cava. 


OPERATIVE MANAGEMENT 


The preoperative preparation with cortisone given 
intramuscularly was frequently sufficient to carry 
the patient through the surgical procedures without 
incident or need of further steroid therapy. How- 
ever, the following materials* were always on hand 
in the operating room in case of sudden need: 
(1) Hydrocortisone for intravenous use, (2) aqueous 
adrenal cortical extract, and (3) levarterenol bitar- 
trate (Levophed®). The intravenous hydrocortisone 
was always set up and ready for infusion in the 
event of the following indications: (1) Significant 
persistent decrease in blood pressure, and (2) a 
pulse rate of 120 or more. It was found necessary 
to supplement the cortisone maintenance of the pa- 
tient with intravenous hydrocortisone in about one- 
third of the cases. Aqueous adrenal cortical extract 
was used in two patients because of a precipitous 
drop in blood pressure and it restored the pressure 
to normal levels while the drip of intravenous hydro- 
cortisone was being started. In the series no oc- 
casion arose for the use of Levophed. 


POSTOPERATIVE MANAGEMENT 


The following regimen was the basic postopera- 
tive routine (modified, of course, to suit each pa- 
tient’s individual requirements and problems) : 


Day of operation: Cortisone acetate, 50 mg. in- 
tramuscularly every 4 to 6 hours. 1,500 cc. of 5 per 
cent glucose in distilled water intravenously. Fluids 
by mouth as tolerated. 

First postoperative day: Cortisone acetate, 50 
mg. intramuscularly every 6 hours. 1,000 cc. of 5 
per cent glucose in distilled water intravenously. 
Fluids by mouth and soft diet as tolerated. 

Second postoperative day: Cortisone acetate, 50 


* Merck & Co. supplied a saline suspension of cortisone acetate 
for intramuscular use and infusion concentrate of hydrocortisone for 
intravenous administration; and Parke, Davis & Co. supplied aqueous 
adrenal cortical extract ( Eschatin) . 
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Patient Age 


De 36 


TABLE 1.—Results of Bilateral Oophorectomy and Adrenalectomy for Metastatic Carcinoma of the Breast 


Time of Radical 


Mastectomy 
Before 
Adrenalectomy 


4 years 


Time of Appear- 
ance of Distant 
Metastasis Before 
Adrenalectomy 


2% year S 
16 months B 


Hepatic or 
Cerebral 
Metastasis 


+ € 


Previous 
Treatment 


XR 1950 
Cast XR 1953 
Testost. 1953 


Response to Adrenalectomy 


Objective Subjective 


0 + for 
5 mos. 


nnn ee UU EEE EEIIE SEE EES EEE 


2. 


3 years 


3months S 


0 





4 years 


2months S 





1 year 


5 years 


5 years 


2months S$ 
B 
2 years S 
B 


2 years s 


+H 


#¢ 





5 years 


3years S' 
B 





4 years 


2 years 


3 years 


2 years S 


2months S 


1 year B 
S 


+C¢ 


+H 


0 


PO XR 


PO XR 
Cast XR 
Testost. 


Cast XR 
Testost. 
Cr PO, 


Cast XR 
PO XR 
Testost. 


XR 
Testost. 
XR PO 


Estrogens 
XR 


Cortisone 


Cr PO, 


XR 
PO XR 
Testost. 


+ ~ 


~ + 


+ for 
5 mos. 


+ for 
5 mos. 


Final Status 1 Year 
After Adrenalectomy 


Died 7 months 
postoperatively 


Still in remission 12 
months postoperatively 


Still in remission 12 
months postoperatively 


Died 10 months 
postoperatively 


Still in remission 12 
months postoperatively 


Died 6 weeks post- 
operatively of cerebral 
mestastasis 


Died 11 months 
postoperatively 


Died 6 weeks post- 
operatively of cerebral 
metastasis 


Died 3 months 
postoperatively 


Died 7 months 
postoperatively 


Legend: S—Soft tissue metastasis. 
B—Bone metastasis. 
C—Cerebral metastasis. 


XR—Radiation therapy. 
PO —Postoperative radiation therapy. 
Cast XR—Castration by radiation therapy. 


H—Hepatic metastasis. 


mg. intramuscularly every 8 hours. Soft diet and 
fluids by mouth as tolerated. No parenteral fluids 
unless oral intake inadequate. 


Third postoperative day: Cortisone acetate, 50 
mg. intramuscularly every 12 hours. 

Fourth postoperative day: Cortisone acetate, 37.5 
mg. intramuscularly every 12 hours. 

Fifth postoperative day: (1) If the patient has had 
only a first stage adrenalectomy and is to be pre- 
pared for removal of the second adrenal gland, the 
preoperative hormonal preparation is exactly as 
outlined above under Preoperative Management, be- 
ginning on this day. (2) If the patient has had 
bilateral adrenalectomy in one stage or a second 
stage adrenalectomy, administration of cortisone by 
mouth is begun on this day. The dose is 12.5 mg. 
four times a day. The patient is maintained on this 
dose until discharge from the hospital. 


The Use of DOCA and Sodium Chloride 


The need for supplementary sodium chloride is 
gauged by such factors as daily serum electrolyte 
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Cr PO«—lIntrapleural radioactive chromic phosphate therapy. 


determinations, urinary output, presence or absence 
of edema, and the age and cardiac status of the 
patient. The daily dose of sodium chloride given 
varies from 1 to 4 gm., preferably by oral adminis- 
tration. If parenteral salt is needed during the first 
or second postoperative day, it is given in the form 
of 0.45 per cent normal saline solution. 

Doca was not given in this series until the main- 
tenance oral dose of cortisone was begun on the fifth 
postoperative day or later. Usually at this time Doca 
was given sublingually, 2 mg. daily. 


Maintenance Hormonal Management After 
Discharge from the Hospital 


All of the patients were satisfactorily maintained 
on cortisone, 50 mg. daily by mouth, given in di- 
vided doses, and sublingual poca, 2 mg. daily. Most 
patients did not require supplemental doses of 
sodium chloride but a few were given 2 to 4 gm. 
of salt per day. All the patients were instructed to 
notify the endocrinologist of the group immediately 
if they had a respiratory tract infection or febrile 
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Figure 1.—Preoperative x-ray film of chest (Case 1). 
Note large pleural effusion on the right. 


Figure 2.—X-ray film of chest (Case 1) nine months 
after bilateral oophorectomy and adrenalectomy. Note 
resolution of right pleural effusion. Only thickening of 
the basal pleura on the right remains. 


illness of any sort, any injuries, any contemplated 
major or minor surgical procedure, or such symp- 
toms as malaise, anorexia and nausea. This was for 
the purpose of possible immediate adjustment of re- 
placement hormonal therapy to avoid acute adrenal 
insufficiency secondary to stress. 
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RESULTS 


1. Operative Mortality and Morbidity 

Nineteen operations were done on ten patients. 
There were no operative or postoperative deaths. 
There were two postoperative complications. In one 
patient, the oldest in the series, a 73-year-old 
woman, bilateral wound infection developed in the 
adrenalectomy incisions. The other complication, in 
another patient, was slight pneumothorax due to a 
pleural tear with an estimated 10 per cent collapse 
of the lung on the involved side. 


2. Subsequent Clinical Results 


One year after operation three of the ten patients 
remained in complete objective and subjective re- 
mission and seven had died of metastatic disease. 
The salient data concerning these patients are sum- 
marized in Table 1. 

The following summaries illustrate the clinical 
course of the three patients who had excellent 
remission following combined oophorectomy and 
adrenalectomy. 


Case 1. A 49-year-old white woman had a right- 
radical mastectomy for carcinoma of the breast in 
July 1951. She was well until March 1954 when 
progressive shortness of breath developed due to 
bilateral pleural effusions. She required thora- 
centesis four times prior to adrenalectomy. Patho- 
logical examination of the pleural fluid showed the 
presence of carcinoma cells. X-ray studies showed a 
massive pleural effusion on the right with a small 
amount of fluid in the left pleural cavity (Figure 1). 
A bone survey showed no abnormality. Bilateral 
oophorectomy and adrenalectomy was done in July 
1954. Following operation there was a prompt dis- 
appearance of the pleural effusions. The patient re- 
turned to full activity and at last report was man- 
aging her business without assistance. She said she 
felt “wonderful.” An x-ray film of the chest in April 
1955 was normal except for evidence of thickening 
of the basal pleura on the right (Figure 2). 


7 7 if 


Case 2. A 41-year-old white woman had a right 
radical mastectomy for carcinoma of the breast in 
December 1950. She was well until April 1954 when 
aching pains developed in the left shoulder and 
chest, and shortness of breath was noticed. Exam- 
ination revealed a bilateral pleural effusion and a 
metastatic right supraclavicular lymph node. No 
abnormality was seen in an x-ray study of the bones. 
The metastatic lymph node was removed and patho- 
logical examination revealed carcinoma. Patho- 
logical examination of pleural fluid also revealed 
the presence of carcinoma cells. Bilateral oophor- 
ectomy and adrenalectomy was performed in June 
1954. There was prompt disappearance of the 
pleural effusions and pulmonary nodules. In Decem- 
ber 1954 a recurrence of right pleural effusion de- 
veloped. A single treatment with the pleural instilla- 
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tion of radioactive chromic phosphate resulted in 
prompt clearing of the effusion. The patient was well 
and free of any objective metastatic disease 13 
months after operation. An x-ray film of the chest 
in June 1955 was normal except for some thicken- 
ing of the right pleura at the costophrenic angle. 


7 ? 7 


Case 3. A 47-year-old white woman had a right 
radical mastectomy in 1949. She received postoper- 
ative x-ray therapy because of metastasis to the 
axillary lymph nodes. In February 1952 bilateral 
pleural effusions developed. At this time treatment 
consisted of irradiation of the ovaries, bilateral in- 
trapleural instillation of radioactive chromic phos- 
phate, and the intramuscular administration of 
testosterone. These measures resulted in improve- 
ment in the pulmonary metastatic disease. However, 
progressive metastatic involvement of the bones de- 
veloped, with generalized pain, malaise, fatigue and 
semi-invalidism. X-ray studies in July 1954 showed 
multiple osteoblastic metastasis involving the entire 
spine, pelvis, upper femurs, skull and ribs. Bilateral 
oophorectomy and adrenalectomy were performed 
in July 1954. The patient returned to full activity, 
had no pain or symptoms of any kind and “feels 
wonderful.” She was clinically well 12 months after 
operation. 


3. Comments on Treatment Failures 


When this study was begun the authors did not 
realize the hopeless prognosis for patients with 
hepatic or cerebral metastasis regardless of the mode 
of treatment. Five of the seven patients in this series 
in whom treatment failed had either hepatic or 
cerebral metastasis. Three of these patients had 
cerebral metastasis, and in only one of the three 
cases was this fact known prior to the combined 
operative procedure. The cerebral involvement in 
the other two patients did not become apparent until, 
after operation, it was manifest by the clinical de- 
velopment and progression of neurological signs 
and symptoms. The two patients with hepatic metas- 
tasis were found to have liver involvement at the 
time of laparotomy for oophorectomy. 

In most instances the ultimate response of the 
disease to the operation was apparent by the time 
the patient left the hospital. At this time the patients 
were receiving adrenal replacement maintenance 
doses of cortisone and poca and the temporary 
beneficial effects of large doses of cortisone had 
ended. Those who were to benefit by the operation 
felt well on maintenance doses of cortisone and as 
time went on continued to feel better and better. 
On the other hand, those who did not benefit from 
the operation did not feel well on maintenance 
adrenal replacement medication, and adjustments in 
adrenal replacement medications did not help. How- 
ever, two of the seven patients in whom the treat- 
ment was a failure had temporary periods of im- 
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provement before relapsing and eventually dying of 
the disease. One of these patients had an impressive 
subjective response for a period of four months after 
operation, during which time she felt very well de- 
spite the objective evidence of spread of the disease. 
The case history is as follows: 


A 56-year-old white woman had right radical 
mastectomy in 1949. Early in 1952 a sternal mass 
first appeared. Despite an intensive course of irradi- 
ation and a full course of testosterone therapy there 
was no regression in the sternal mass. Moreover, 
metastatic involvement of the sternum and the lungs 
became evident. Consequently bilateral total oophor- 
ectomy and adrenalectomy was performed and com- 
pleted in August 1954. Following the operation the 
patient subjectively felt well and stated she felt won- 
derful. She had no pain or distress of any kind, had 
a hearty appetite and was able to perform all of her 
customary duties. She felt so well she was able to 
take a trip by herself to the East Coast to see her 
family for a period of five weeks. There were, how- 
ever, no objective changes in the sternal mass or in 
the x-ray appearance of the metastatic lesions in the 
sternum and the lungs. The subjective sense of well- 
being ended approximately four months postoper- 
atively when the patient began to complain of pain 
across the chest, cough, weakness and malaise. At 
this point a course of cobalt treatments was directed 
at the sternal mass, which definitely flattened and 
seemed to melt away. However, the pulmonary 
metastatic lesions were increasing in size and num- 
ber despite the cobalt therapy. Subsequently the 
patient developed progressive shortness of breath 
due to rapidly progressive metastatic disease of the 
lungs, and 11 months after operation she died of 
metastatic pulmonary disease. 


This patient differed from all the other patients 
who were unresponsive to operation in that she felt 
subjectively very well postoperatively on just main- 
tenance doses of cortisone. 

One patient had a partial response to operation, 
as objectively viewed, for a period of four months: 


A 49-year-old white woman had a right radical 
mastectomy in 1951. In 1953 pain in the back due to 
vertebral metastasis developed. At this time treat- 
ment consisted of x-ray castration, radioactive phos- 
phorus and a full course of testosterone therapy. De- 
spite this therapy the patient ultimately developed 
massive bilateral pleural effusions which were recur- 
rent and required thoracentesis several times. Be- 
cause of this, bilateral oophorectomy and adrenal- 
ectomy were done in November 1954. During the 
laparotomy for oophorectomy a large metastatic 
nodule was found in the right lobe of the liver. Fol- 
lowing operation the pleural effusions did not recur 
and the patient subjectively felt much improved. 
However, she continued to have intermittent nausea, 
abdominal bloating and weakness. Four months 
after operation, generalized aches and pains, ano- 
rexia, nausea, abdominal bloating and intense weak- 
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ness developed. At this time enlargement of the 
liver was noted. A bone survey showed radiological 
evidence of progressive bone metastasis. The patient 
eventually died of hepatic metastatic disease seven 
months after operation. 


This case illustrates the following points: 


1. The improvement of metastatic disease in one 
area (lungs) with the simultaneous progression of 
metastatic disease in other areas (liver and bones). 


2. The very poor prognosis of patients with 
known hepatic metastasis. In retrospect, any patient 
such as this in whom liver metastasis is found at the 
time of oophorectomy would not have been sub- 
jected to adrenalectomy. 


4. Change of Radiosensitivity After Adrenalectomy 


It was observed clinically that three of the patients 
showed an unusually rapid response to external 
radiation following bilateral adrenalectomy and 
oophorectomy. This was particularly true of soft 
tissue metastatic lesions. Endocrine influence on 
radiosensitivity has been observed by other investi- 
gators in experimental animals. According to a re- 
port by Ellinger,? adrenalectomy increases the sensi- 
tivity of the animal to total-body irradiation, an ef- 
fect which is reversed by administration of whole 
extract of the adrenal cortex or of desoxycortic- 
osterone acetate. Cortisone also makes mice more 
susceptible to total-body radiation and accentuates 
the mortality from bacterial and viral infections in 
irradiated animals. This effect is thought to be re- 
lated to the action of cortisone on lymphatic tissues. 
Hypophysectomy also makes the animal more sus- 
ceptible to total-body irradiation, probably because 
of the effect of this operation upon the adrenal 
cortex. 


DISCUSSION 


Upon review of the cumulative experience of the 
authors and of others who have reported on use of 
the operation, it is felt that the following statements 
are warranted: 

1. Bilateral oophorectomy and adrenalectomy is a 
safe surgical procedure with a low operative mor- 
tality, especially if performed by an experienced 
team. 

2. Some patients with progressive metastatic ma- 
lignant disease of the breast are dramatically and 
objectively benefited. 


3. Known cerebral or hepatic metastasis con- 
traindicates adrenalectomy for therapeutic purposes. 


The principal problem and the great unknown 
about this procedure is how to select patients who 
will be benefited by the operation. So gratifying were 
the results in three patients in the present series that 
the authors are convinced this surgical procedure 
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has a definite place in the therapeutic choices of- 
fered to patients with metastatic malignant breast 
disease. What, then, are the criteria for advising 
adrenalectomy in a given patient? 

First of all it is well to consider some don’ts. This 
procedure must not be contemplated until the patient 
has clinically significant metastatic disease — that 
is, definite symptoms, such as persistent bone pains, 
malaise, weakness, pleural effusion or extensive 
local growth. It would be unwise, it is felt, to treat 
relatively localized, slow-growing, silent metastatic 
lesions by a drastic procedure such as this. (Ex- 
perience with adrenalectomy in three patients with 
early localized silent metastasis, performed subse- 
quent to the presentation of this report, was not 
good.) Secondly, as already indicated, the known 
presence of cerebral or hepatic metastasis should 
discourage the consideration of this operation. As 
a matter of fact, if liver metastasis is found at 
laparotomy for oophorectomy, it is the authors’ pres- 
ent practice just to perform the oophorectomy and 
cancel the adrenalectomy. Thirdly, the experience 
with adrenalectomy in elderly patients was not very 
satisfactory. Patients in their late sixties or seventies 
do not seem to tolerate the state of surgically induced 
adrenal insufficiency as well as younger patients, de- 
spite seemingly adequate adrenal replacement ther- 
apy. These older patients do not feel as well after 
adrenalectomy as they did before the operation. 

What patients, then, are deemed suitable for total 
adrenalectomy? With the above contraindications 
and qualifications in mind, the authors have more 
or less followed the outline suggested by Pearson 
and co-workers'!!* at the Memorial Center for 
Cancer and Allied Diseases in New York. In brief, 
the authors’ program of management of patients 
with metastatic carcinoma of the breast is as fol- 
lows: 


A. Premenopausal Women 


1. Surgical oophorectomy. This is the first step 
and the procedure of choice in these patients. It will 
induce objective and subjective remission in ap- 
proximately 50 per cent of patients so treated. 

2. For patients who had a definite remission with 
oophorectomy and then had relapse, either a course 
of androgens or adrenalectomy may be considered. 
If one wishes to be conservative, a course of andro- 
gens may be tried for two or three months and if 
no definite benefits are achieved thereby, total 
adrenalectomy should be considered as the next step. 
In the event of a further remission induced by 
androgens alone, adrenalectomy may be withheld 
until relapse occurs. From the available evidence, 
it would be impossible at this time to state categori- 
cally whether androgens or adrenalectomy should 
be tried first. 
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3. Patients who have had oophorectomy without 
definite improvement or remission are not candi- 
dates for total adrenalectomy. 


B. Postmenopausal Women 


The precise indications for total oophorectomy 
and adrenalectomy are not as clear in this group of 
patients as in the premenopausal patients. There are 
those who advocate immediate total oophorectomy 
and adrenalectomy as the treatment of choice in the 
event of significant metastatic disease in this group 
of women. Again, if one wishes to be conservative, 
a course of estrogens or possibly androgens may be 
tried before adrenalectomy is considered. It would 
appear that the decision for or against adrenal- 
ectomy in this group of patients is a matter of judg- 
ment in which various factors are taken into con- 
sideration. The factors to be considered would be 
the length of time since the primary or original 
mastectomy, the apparent rate of growth of the 
metastatic disease, and the response, to previous 
therapy (radiation, estrogens and androgens). 

It should be emphasized that, whenever feasible, 
relatively localized metastatic lesions should be 
treated by radiation or surgical excision before any 
systemic modes of therapy are considered. 

6423 Wilshire Boulevard, Los Angeles 48 (Simkin). 


ADDENDUM 


Since this report was first presented, the authors 
have performed total oophorectomy and adrenal- 
ectomy in five additional patients without surgical 
mortality. Further experience has in no way altered 
the opinions and conclusions reported in this paper, 
but has only served to strengthen the previous ob- 
servations. 
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Public Health and Public Medical Care 


Dr. Leroy E. Burney,* a guest speaker at the 1955 
meeting of the California Medical Association, pre- 
sented before the Section on Public Health a most 
interesting paper entitled “Meeting Community 
Needs—The Combined Role of the Physician, Health 
Department and Hospital.”? In concluding his com- 
munication, Dr. Burney said: 

“Physicians, hospitals and health departments 
must not be too proud to work with each other and 
with other groups. While each of our roles is dis- 
tinct, the wide chasm separating public health from 
physicians and hospitals is fast disappearing. The 
present health needs of our people require us to 
work together, not with a division of labor, but as a 
team to provide, effectively, the health services our 
people and our communities need.” 

In December of 1955 one of the physicians in 
the San Mateo County Health and Welfare Depart- 
ment, Dr. James G. Roney, presented a paper on 
“Multidisciplinary Research”!* before the South- 
western Philosophical Conference. He discussed two 
trends in research which also have application in 
medical administration. Dr. Roney said: 

“The first trend is that toward specialization which 
attempts to satisfy the need for more intensive study 
in ever-narrowing fields of research and to provide 
more refined data concerning particular problems. 
. .. The second trend is that toward a broad frame 
of reference in research and it attempts to satisfy 
the need for being meaningful. This need has been 
recognized by representatives from physical, social 
and biological sciences. Epidemiological studies of 
chronic diseases may be cited as examples.” 

These two thought-provoking papers gave issue 
to the idea that it might be worth while, and perhaps 
interesting, to present to this audience a sort of 
administrative clinical-pathological conference, or 
perhaps an administrative case study of the San 
Mateo County Department of Health and Welfare, 
which combines under a single medical direction 
the traditional health services, a social service divi- 
sion and a public medical care program in three 
institutions, an acute hospital with an outpatient 
department, a chronic disease and rehabilitation in- 
stitution, and a tuberculosis sanatorium. In similar 
counties in California these three disciplines are usu- 


Presented before the Section on Public Health at the 85th Annual 
Session of the California Medical Association, Los Angeles, April 29 
to May 2, 1956. 


*Now Surgeon General of the United States Public Health Service. 
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H. D. CHOPE, M.D., San Mateo 


e This paper deals briefly with the historical de- 
velopment of the major movements and or- 
ganizations dedicated to the preservation of the 
health and security of the American people. 
Statements of various national organizations on 
the need for integration of these various services 
for the protection of the indigent are presented, 
and the experience of one county department in 
San Mateo which operates a completely inte- 
grated department of public health and welfare 
is reviewed, giving the pros and cons of the oper- 
ation of a number of disciplines through a single 
administration. The major advantage of an inte- 
grated department of this kind is that all the 
services having to do with human needs—the 
needs arising from emotional distress, economic 
reverses or illness—are combined under the di- 
rection of a physician. It is probable that failure 
of the health discipline to provide such services 
was a factor in the presentation of the Wagner 
Act in 1938 and the Wagner-Murray-Dingell Bill 
in 1943. 

Continued close cooperation between the vari- 
ous disciplines devoted to the protection of the 
health and welfare of American citizens can help 
in solving some of the current problems. 


ally managed by at least three administrative depart- 
ments—health, county hospital, and welfare—and 
sometimes four departments when _ tuberculosis 
and/or chronic disease care is under separate ad- 
ministration. ' 

Before describing the San Mateo structure, an- 
alyzing its strengths and weaknesses, and attempt- 
ing to fit the pattern into obvious administrative 
trends in the United States, it may be helpful to 
review briefly the history of each “discipline” sepa- 
rately. 

Disregarding the voluminous background of each 
of these disciplines for the purposes of this paper, 
their influence on the problem of human health and 
welfare may be dated from the time of the emergence 
of a national organization on the American scene. 
These dates are: 


1847 
1872 
1899 
1930 
Only the briefest of reviews of medical history is 
necessary to highlight the trends. The American 
Medical Association was founded in 1847 to “pro- 
mote standards of medical education and to improve 


American Medical Association 
American Public Health Association 
American Hospital Association 
American Public Welfare Association . 
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medical ethics.”!* A year later, Virchow started his 
work on cellular pathology, and a fundamental seg- 
ment of modern medicine was developed. The next 
major contribution was that of Pasteur and Koch 
and the period called the “Reign of the Microbes” 
by Galdston’ in which discovery was piled on dis- 
covery of specific etiological agents of the com- 
municable diseases. Surgical operation had been 
made practicable by the introduction of anesthesia 
by Long in 1842, and by Morton in 1846. Lister 
introduced antisepsis in his paper published in 1867 
and Halsted introduced aseptic techniques in 1890. 

In the period 1900 to the present, major con- 
tributions to the knowledge of nutrition and vita- 
mins stemmed from the work of Hopkins in England 
and Goldberger and others in the United States. 
These discoveries brought to the attention of the 
profession that factors other than germs might cause 
disease. 

The field of endocrinology “pregnant with future 
discoveries” was established by the work of Claude 
Bernard in the middle of the last century. Continu- 
ing research on the thyroid, the pituitary, the adren- 
als and the pancreas has led to ever wider under- 
standing of normal and pathological physiology. 
However, not until the recent work of Selye'® was 
the concept introduced of the emotions controlling 
the internal secretions and thus related to abnormal 
or disease states as described in his “stress syn- 
drome.” 

It must be noted that all these advances in medi- 
cine—pathology, bacteriology, virology, immunol- 
ogy, surgery, nutrition and endocrinology—dealt 
with specific diseases or specific organs. As each 
new discipline or subdiscipline was established, it 
was added to the medical curriculum, until today 
medical education is a long and crowded affair. 
However, most of the teaching is “organic” and very 
few of the professors look at the person as a whole 
in his setting in society but, as is commonly pointed 
out, the patient is “a cardiac,” “a diabetic,” “a hypo- 
thyroid,” “a prostate.” It remained for a Viennese, 
Sigmund Freud, to develop and demonstrate a the- 
_ ory that man’s emotions may make him ill. The 
increased interest in psychiatry and the ideas of 
emotionally induced illness or psychosomatic dis- 
ease has been difficult for some of the “organists” 
to accept; but it has been demonstrated that man 
may become sick because his “social relations are 
defective, because his social environment is noxious, 
or because of innate, hereditary or acquired inability 
to deal adequately with his social obligations—that 
is, with the reality he faces.’’® 

The American Public Health Association was or- 
ganized in 1872 by Stephen Smith and a small group 
of physicians interested in epidemics and sanitation. 
At the time of the formation of the A.P.H.A., only 
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three state health departments existed in the nation 
—in Massachusetts, California and Virginia. For 
the purposes of this historical sketch, public health 
development may be divided into five general eras: 
(1) The era of sanitation, (2), the era of communi- 
cable disease control, (3) the era of individual 
health services, (4) the era of administrative re- 
search, and (5) the present era. 

In the first quarter century of the existence of the 
A.P.H.A., most of the papers published by members 
dealt with sanitation and the environment. With the 
discoveries of the bacteriologists, health physicians 
became more scientific in their approach to the 
control of communicable disease. The first public 
health laboratory, however, was not established 
until 1893, by Dr. Herman Biggs in New York City. 

About the turn of the century, the voluntary health 
agencies began to make their appearance in the 
American culture—in 1879, the first Visiting Nurs- 
ing Association in New York City; in 1892, the Anti- 
Tuberculosis Society in Philadelphia; in 1908, the 
American Child Health Association; in 1909, the 
National Committee on Mental Health; 1913, the 
American Cancer Society, with many others to 
follow. 

The early nineteen hundreds also saw the devel- 
opment of the first efforts to promote the health of 
the individual with the organization of well child 
conferences, school health programs, and maternal 
health programs, and the enthusiastic promotion of 
these health programs brought the health officer into 
occasional controversy with his brother practitioner 
in private practice. 

In 1913, the first graduate curriculum in public 
health was established at the Harvard-Massachusetts 
Institute of Technology School of Public Health and 
this also was the year of the first organized county 
health department and also the first year that every 
state in the union had a state health organization 
of some sort. 

In 1913, the American Medical Association ap- 
pointed Dr. Charles V. Chapin to make a study of 
the State Health Department activity. His report 
was published® in 1915, and initiated a period of 
more than 30 years of intensive administrative re- 
search, surveys, evaluations, health contests, organ- 
izational improvements and unprecedented growth 
of health services. 

The present era has no specific date or event for 
initiation, but something that had been developing 
for many years was crystallized by the World Health 
Organization’s emphasis on the promotion of posi- 
tive health as contrasted with the mere prevention 
of, or absence of disease. This led physicians in 
general, and public health personnel in particular, 
inevitably to a consideration of the problems of 
mental health and chronic diseases. The prominence 
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of these two general subjects in current medical and 
sociological publications eloquently testifies the con- 
cern chronic disease and mental health are causing 
not only physicians, but also health officers, hospital 
administrators and social workers. 

Modern advances in medicine would never have 
been possible without the concurrent development 
of the modern hospital. These magnificent struc- 
tures, teaching and research centers and havens of 
healing had a lowly origin in institutions known as 
“pest-houses,” “the alms-house,” and “asylums.” The 
first alms-house in the United States was started by 
William Penn in Philadelphia, in 1713. In 1742 it 
became a hospital. Benjamin Franklin chartered the 
first private hospital in 1751. It opened in 1755. In 
1802 the federal government established two ma- 
rine hospitals, one at Boston and one at Norfolk, 
Virginia. The American Hospital Association was 
organized in 1899. In 1873 there were in the United 
States 149 general hospitals for acute illness. They 
had 35,453 beds. In 1951 there were 4,890 such 
hospitals with 640,207 beds.* In 1955, California 
had 39,133 beds in general hospitals for acute ill- 
ness, of which 10,054 were in county hospitals.1 

The tremendous contribution of the American 
College of Surgeons, which started its program of 
hospital standardization in 1918, in the improve- 
ment of hospital service cannot go unnoticed. In 
1950, the College of Surgeons merged its hospital 
accreditation program with those of other national 
medical associations and the Canadian Medical 
Association to form the Joint Commission on Ac- 
creditation of Hospitals. 

The trend for general hospitals to try to solve the 
problem of providing care for long-term patients 
with chronic illness, as well as short-term care for 
psychotic patients, is still young in California but it 
is none the less obvious. Since 1954 the State Ad- 
visory Hospital Council has allocated funds to five 
general hospitals—three county hospitals and two 
nonprofit-private hospitals—for a total of 195 beds 
for mental patients. In the past five years funds have 
been granted for the construction or enlargement of 
nine chronic disease hospitals to add a total of 759 
beds. Three of them are county hospitals and six 
are private nonprofit or district hospitals. So there 
is evidence that the problems of chronic diseases and 
mental disease confront the administrators and 
directing boards of acute hospitals just as these 
problems confront health departments and private 
practice. 

In comparison with the other three disciplines 
described, social work is both the oldest and the 
newest. In all cultures and in all times there has 
always been a certain portion of the population 
made up of persons unable to take care of them- 
selves. Various methods in varying degrees have 
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been designed to assist these people. The English 
Poor Laws of Elizabeth, enacted in 1601, are usually 
cited as the basic law for public relief. The colonies 
carried over the same ideas and established “Over- 
seers of the Poor,” and “Workhouses,” much as they 
had known in England. Alms-houses, orphanages 
and asylums were developed to care for those who 
could not survive in free society, due to illness, 
deprivation of parents or mental disease. In the early 
days these functions were largely a local responsi- 
bility; later, states provided some service, and 
finally the federal government, forced by the de- 
pression of the 30’s, participated in providing relief 
for certain categories. 

Much of the leadership in the social service field 
came from the voluntary agencies and those asso- 
ciated with the various church groups. Even with 
the now active financial participation of the federal, 
state and local governments, these voluntary agen- 
cies are active in the field. The 1951 Social Work 
Year Book!® lists 421 national voluntary agencies 
whose programs come within the scope of social 
service interest. 

The history of the changing concepts of social 
work is too extensive to attempt to cover here. Per- 
haps it can be best skimmed by quoting some of the 
chapter headings from the address of Don Howard, 
Dean of the School of Social Work at University of 
California at Los Angeles, entitled “Fifty Years of 
Social Work in the World,” delivered before the 
Fifth International Conference of Social Work in 
Paris, in 1950.!* Some of these are: 


1. From Palliation to Prevention 
2. From Service to the Few to Services to Many 
3. From Low to Higher Standards of Service 
4. From Condescending Benevolence to Democ- 
racy 
. From Manipulation to Aid in Self-Direction 
. From Intuitive to Scientific Service 
. From Local to National and on to Interna- 
tional Responsibility 
8. From Voluntary to Governmental Auspices 
9. From Lay to Professional Service 
10. From “Going It Alone” to Multidiscipline Ap- 
proach 


Each of the above subtitles could be expanded in 
considerable detail, but they serve as guideposts to 
the trends in social work which is forever striving to 
keep people from getting into trouble—economic, 
emotional and medical—and helping them if they do 
get out of step with society. All of us have needs— 
needs for affection and approbation, needs for a 
sense of security and satisfying ambitions, funda- 
mental needs for clothing, food and shelter, and 
needs for medical care. Most persons who apply to a 
public welfare department come seeking financial 
help, but this may only be a symptom of deprivation 
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f some other basic need. More often than not, the 
veed for financial help is because of illness, or ill- 
ess has resulted from too long delaying the re- 
uesting of financial help. In response to the demand 
yr medical care in the lower economic levels, wel- 
ire departments have proceeded to develop their 
wn methods of obtaining medical care. “The struc- 
‘ure of these services was built largely without 
enefit of blueprint. Different parts were con- 
ctructed at different times to meet different needs 
-in widely separated communities.”! 

The methods of solving the problem of adequate 
medical care for the indigent are legion and are ade- 
juately described in the reports of the A.M.A. Com- 
mittee on Indigent Medical Care, the publications of 
the Committee on Medical Care of the A.P.W.A.,® 
by Franz Goldman in his book “Public Medical 
Care,”® The Committee on Medical Care of the 
A.P.H.A.?! and many other publications.®-115.20.22,23 

Most of the papers cited in the preceding para- 
graph review existing programs in various parts of 
the country where cooperation exists between health, 
welfare and public medical care programs, or make 
a plea for closer integration, or outline basic prin- 
ciples for joint program planning. In San Mateo 
these facilities were established by charter 23 years 
ago. 

In 1932 a Board of Freeholders was elected in 
San Mateo to draw up a charter to submit to the 
people and to the State Legislature. San Mateo at 
that time had about 75,000 population and the de- 
partments under discussion were small. The Com- 
munity Hospital had about 70 beds; there was no 
separate tuberculosis sanatorium; there was a “Re- 
lief Home”; the Welfare Department consisted of 
two workers and a clerk; and the Health Department 
consisted of a part-time physician and several part- 
time city health officers. Whether for administrative 
convenience or by prophetic foresight will never be 
known, but these four departments were unified by 
the following statement from the charter adopted by 
the people on November 8, 1932, and ratified by the 
Legislature on January 23 and 24, 1933, to be 
effective July 1, 1933: 

“The director of Health and Welfare shall be 
a trained and experienced physician or doctor of 
public health. He shall devote his full time to his 
duties and shall have administrative supervision over 
the health, sanitary and social service of the County 
and all hospitals and other health and welfare insti- 
tutions for this service shall be under his direction.” 


For the first few years, this new department had 
its share of organizational and political troubles. 
However, the second director, Dr. Charles Gans, was 
able to consolidate all the cities of the county into 
one health jurisdiction. All other services in the 
cepartment—social service, county hospital and tu- 
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berculosis sanatorium—were on a countywide basis. 
In 1946, the County Board of Supervisors employed 
the Public Administration Service to make a survey 
of the department and the survey served as the basis 
for a rather extensive reorganization which started 
with the appointment of the third director in the 
history of the department. 


There are, to be sure, hazards in a multidisci- 
plinary administration of this type: 


1. Training of the administrator. So far as the 
author knows, there is no paragon alive who is 
equally versed and efficient in medicine, health ad- 
ministration, hospital administration, rehabilitation 
and social service. When the charter was written, 
rehabilitation was not an accepted goal and the 
Social Service Division was very small, so emphasis 
was placed on medical and health training. This is 
not too serious a deterrent, as the principles of ad- 
ministration do not vary from administrative field 
to administrative field and, once an individual be- 
comes familiar with the vocabulary and can com- 
municate with social workers, this service can be 
administered through a strong and well-trained 
social work superintendent. 


2. Tradition. This type of organization is far from 
traditional and although offering many advantages, 
which will be reviewed shortly, health officers, as 
well as welfare directors, resist complete adminis- 
trative consolidation. Some of the reasons offered 
by medical health officers against a too close rela- 
tionship with welfare departments are: (1) Health 
service is for all of the people, not just a segment; 
(2) health services should not be identified with the 
indigent segment of the population; (3) welfare 
departments would fail to communicate with health 
officials because of their rules of confidentiality; 
(4) health workers could not trust social workers to 
use medical data and health information wisely ; and 
(5) health services for indigents would involve diag- 
nosis and therapy and health departments should 
stay out of these fields, even for the properly certi- 
fied indigent. These objections are, no doubt, offered 
in all sincerity but, to the author, after eight years 
of experience, none of them have proven a handicap. 


3. Financing. The funds needed to support a wel- 
fare service and three institutions are large com- 
pared with the money appropriated for the health 
division. In San Mateo County the Health Division 
budget is $591,000, while the total budget for the 
Department of Public Health and Welfare is over 
$9,000,000. So long as the Freeholders had the 
wisdom to designate a physician with public health 
training as the director, the chances of the Health 
Division’s getting lost in the competition for budget 
is negligible; however, the popular press frequently 
refers to the total Department of Public Health and 
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Welfare as the “Health Department with a nine 
million dollar budget.” 


4. Integration. Although the administrative mech- 
anism for integration is present, realization of 
complete integration is no simple matter. The direc- 
tor and the four division heads can discuss, plan 
and agree to execute a particular program, but 
integration does not always carry on down to the 
operating staffs. Integration between social worker, 
ward physician and public health nurse occurs easily 
around a specific case problem but not always so 
easily around an abstract proposed program. 


5. Communication. Closely related to the problem 
of integration is the problem of communication— 
varying vocabularies, different approaches, widely 
separated concepts, and even cliches peculiar to one 
discipline or another stand in the way of easy com- 
munication between outpatient physician, social 
worker, sanitarian, hospital nurse, public health 
nurse, laboratory technician and nutritionist. 
Roney" said: “Integration of thoughts and activities 
of representatives of different disciplines with dif- 
ferent orientations and approaches to problems is 
difficult. It is far easier to integrate the ideas that 
issue from beneath a single cranium than it is to 
attempt satisfactory synthesis of group thought.” 
John Gordon, in discussing multidisciplinary re- 
search, said, “No symphony was ever composed by 
a committee; nor a great poem written.”!° 


Many other lesser hazards to multidisciplinary 
administration might be listed, but these five— 
training, tradition, financing, integration and com- 
munication—seem to represent the major pitfalls. 

Against the hazards, the advantages of multidis- 
ciplinary administration are myriad: 


1. Flexibility. Flexibility of administration is fa- 
cilitated without wasteful interdepartmental nego- 
tiations that are common where there are separate 
departments. For example, in San Mateo County 
when we wished to introduce psychiatric social work 
into our Tuberculosis Sanatorium, it was a simple 
administrative procedure to transfer a half-time 
psychiatric social worker from the Adult Psychiatric 
Clinic. When we wanted to implement the under- 
standing and cooperation between our head nurses 
in the hospital and the field nurses in the Health 
Division, it was easy to arrange for a temporary 
exchange of assignments. When we wanted to intro- 
duce medical social work into the hospital (fifty 
years after Richard Cabot had suggested and imple- 
mented the idea), we had available trained social 
work supervisors to assist in the organization of 
the service. When a child in the Receiving Home, 
under the supervision of the Social Service Division, 
needs medical care or hospitalization, there is no 
delay in arranging for either. When it was noted 
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that 64 per cent of persons needing general assist- 
ance claimed illness as the cause of their depend- 
ency, a screening clinic was set up in the Health 
Division quarters to examine these persons as a 
preliminary to rehabilitation. 


2. Broad approach. Each of the division chiefs ir. 
the department is competent in his particular field 
but also interested in the related fields within th: 
department. The community of knowledge lies i: 
the group rather than in the mind of any one person 
This provides a broad and many-faceted approac! 
to a social or medical problem. There is also th: 
ever-present potentiality for cross fertilization o 
ideas by the various disciplines represented in th 
department. 


3. Degapping the service. One of the main fault 
found with confused, multiple, separate administra 
tions is that patients and clients often get lost in th: 
gaps, or that whole problems are neglected becaus: 
each department thinks it is the other’s responsi 
bility. This leads to confusion, inefficiency, waste 
duplication, gaps in service, delay and lack of con 
tinuity of care. Even in a unified department, some 
times embarrassingly, a patient is lost in an ad 
ministrative crevice; but this probably happen: 
much less frequently and is more promptly discov 
ered than when public medical care, public health 
and welfare-administered medical care programs are 
operated separately. Smillie has said: “Two separat: 
types of governmental medicine developed through 
the years: Official public health services, a health 
department function which attempted to prevent 
diseases and medical care of the sick poor which 
was provided by departments of welfare. Though 
these frequently impinged and overlapped, they 
seldom were interrelated and almost never fused.”!* 


4. Professional relationships. The administrative 
health officers of California have earned and enjoy 
the confidence of their colleagues in private practice. 
In the 10,054 county hospital beds in this state, the 
leading physicians of each community donate their 
services for the care of the medically needy. Here. 
the health officer administering a medical care pro- 
gram comes in close contact with his medical con 
freres and is sensitive to their wishes. This build: 
general medical confidence in the total program an‘ 
facilitates progress. 


5. All other advantages of a combined depart- 
ment become minuscule in comparison to the majo 
concept that in one department of local governmen 
are combined all those services having to do wit! 
human needs whether these needs arise from emo 
tional distress, economic reverses, illness, or nee 
for health service. In the United States and ii 
California, there is broad general agreement on thi 
principle, but rather limited implementation. Th 
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\.M.A. Committee on Indigent Medical Care holds 
hat “a single public administrative unit in the com- 
aunity should advance integration of medical care 
xograms.” The A.P.H.A. and the A.P.W.A. have 
ssued a joint statement”! emphasizing the need for 
iose cooperation between welfare, health and medi- 
cal care programs. Six major health organizations 
ave issued a statement on “Tax-supported Personal 
jealth Services for the Needy”?? in which Point 2 
tates: “This responsibility (with the possible excep- 
ion of services provided in institutions) should 
.e assumed by a single agency which may be either 
he health or the welfare agency at each level of 
xovernment.” 

In spite of these strong statements of principle, 
‘ew areas have merged these independent services. 
True, on the federal government level, health, fed- 
eral hospitals and welfare, as well as education, have 
recently been fused into a single administrative unit, 
with cabinet status. Maine is the only state with a 
combined State Department of Health and Welfare. 
In Kansas, the State Welfare Department and the 
State Medical Society are working toward a co- 
operative arrangement for indigent medical care. 
The state health departments of California and New 
York have loaned medical personnel to their respec- 
tive state departments of welfare for special projects 
and to promote closer coordination of programs in 
the medical field. In Baltimore, the Health Depart- 
ment administers the indigent medical care pro- 
gram. In Denver, the Health Department and the 
County Hospital are unified. It is obvious that no 
single plan has evolved. 

Although the advantages of the San Mateo Plan 
have been perhaps described with more emphasis 
than the disadvantages, it should not be assumed 
that this plan is presented as an ideal or model. It 
has been described only to show one way in which 
administrative coordination may be obtained be- 
tween health service, public medical care and wel- 
fare. 

The important points and reminders which should 
be distilled from this long discussion are: 

1. Trends of thinking, crystallized in declarations 
by major national health and professional associa- 
tions, point up the importance of providing to our 
citizens adequate service to prevent disease and to 
promote as nearly as possible optimum health. 

2. Everyone has needs of various sorts, but top 
in the priority of need is the need to preserve health 
and the ability to earn a living and enjoy life. 

3. The solution of this problem is complex and 
difficult and demands the best thinking of the many 
disciplines involved—medicine, public health, social 
service, anthropology, and statesmanship. 

4. Failure of the health disciplines to provide 
such service led to the studies of the Interdepart- 
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mental Committee which reported to the President 
in 1938 and led, in turn, to the introduction in 
Congress of the Wagner Act, known as “The Na- 
tional Health Act of 1939” and, later the Wagner- 
Murray-Dingell Bill in 1943. 


5. Failure to develop cogent thought about this 
problem and to develop on the local level satisfactory 
solutions will only lead to further attempts to “leg- 
islate” good health. 


6. The quest for a sound solution to the problem 
of meeting medical needs presents an almost fright- 
ening challenge to all of us. 

225 Thirty-seventh Avenue, San Mateo. 
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Management of Tuberculosis in Childhood 


MERL J. CARSON, M.D., and RICHARD KOCH, M.D., Los Angeles 


PEDIATRIC INTEREST in childhood tuberculosis has — 


varied tremendously during the past fifty years, 
even though it is one of the most important medical 
problems that confronts pediatricians. Formerly, 
morbidity and mortality were exceedingly high and 
large numbers of hospital beds were devoted to this 
disease. Concentration on intensive medical pro- 
grams, emphasizing case finding, isolation and san- 
itarium care, resulted in a pronounced decrease in 
incidence and mortality. Coincidentally pediatric 
interest was diverted elsewhere and management 
of the disease was largely relegated to a few centers. 
Discovery of the value of streptomycin, between 
1944 and 1946, awakened clinical interest, but it 
was not until 1952, when the therapeutic effective- 
ness of isoniazid (INH) was discovered, that signifi- 
cant enthusiasm was rekindled. Numerous recent 
publications have documented the effectiveness of 
specific antimicrobial treatment and have posed 
many pertinent questions regarding the proper use 
of these agents. The most important of these prob- 
lems seem to be: Which children shall be treated? 
What drugs shall be used? How long shall the treat- 
ment be continued? In light of these developments, 
a brief review of present concepts seems indicated. 

The problem is still a considerable one, for al- 
though there has been a steady decline in both the 
case rate and the mortality rate, there were 7,267 
new cases of tuberculosis reported in California in 
1955 (Table 1). Statistics gathered by the Los An- 
geles City Health Department, pertaining to children 
under 15 years of age, are more revealing. Table 2 
shows an increase in the number of cases in 1954 
and 1955 although these figures are not corrected 
for population growth. Table 3 shows a sharp de- 
crease in mortality associated with the use of INH 
from 1952 to 1953. A review of these data reveals 
that although deaths have strikingly decreased, the 
total number of cases has increased. This had been 
previously indicated by Bush,’? who also cited evi- 
dence of increase in Santa Clara County. Routine 
tuberculin testing of 1,380 children attending well- 
baby clinics there, revealed a 2.9 per cent of positive 
reactions in 1951. A similar group in 1952 showed 
only 1.1 per cent positive reactions, but in 1954 an 
additional group revealed a positive reaction inci- 
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@ Statistical evidence documents an overall de- 
crease in incidence of tuberculous infections with 
continued decline in mortality. Although the 
number of deaths has decreased in children 
under 15 years of age, in the city of Los Angeles, 
the figures suggest a possible increase in total 
cases during the past two years. 

Data on 530 cases observed at Los Angeles 
Children’s Hospital from 1934 to 1955 were 
reviewed with respect to age, race, and mortality 
under changing methods of management. 

Available antimicrobial agents are discussed 
with suggestions for criteria for treatment and 
for specific treatment schedules. 


dence of 2.4 per cent. While it is obviously impos- 
sible to cite the many possible explanations, on« 
important change in more recent patient manage- 
ment deserves mention: Strict isolation and segrega- 
tion are probably not as carefully carried out as 
heretofore. This is suggested by the decreasing adult 
patient load in tuberculosis hospitals, resulting from 
the increasing use of home treatment, which in turn 
may afford opportunity for closer family contacts 
with children. Although the significance of this 
point is not entirely clear, it is strikingly evident 
that physicians dealing with children must be alert 
to this problem and conduct pediatric examinations 
(including routine tuberculin testing) in such a 


TABLE 1.—Tuberculosis in the State of California—Morbidity 
and Mortality Statistics 


Population 


Case Rate Mortality 
(Million) Cases 


(per 100,000) (per 100,000) 





8,841 248.7 

8,838 84.8 

8,076 75.2 

7,903 70.8 

8,094 69.4 i 
7,904 65.2 9.8 
7,267 Not Available 


, From the State of California, Department of Public Health, mor- 
bidity and death records. 


TABLE 2.—Cases of Tuberculosis in Children Under 15 Years of 
Age in the City of Los Angeles (Not corrected for change 
in population) 


Under 1 lto4 


75 
54 
84 
72 
83 


5to9 10 to 14 Total 
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manner that the possibility of tuberculous infection 
not overlooked. 

Evaluation of therapy requires an appreciation 

f the natural course of the disease and a critical 

study of a variety of adequately controlled treatment 


TABLE 3.—Deaths from Tuberculosis in Children Under 15 Years 
of Age in City of Los Angeles {Not corrected for change 
in population) 





lto4 5te9 10 to 14 Total 


8 15 
14 18 

10 13 

4 5 

8 


3 
Data not available 


TABLE 4.—Relationship of Age and Race to Mortality from 
Tuberculosis in Children—Iinterval from Discovery to 
Death (Data from Brailey') 





Age Under 3 Years 
White Colored 


Age 3 to 15 Years 
White Colored 


410 


Death rate (per cent) : 
First year j , 3.0 
First 5 years ; i ‘i 5.3 
First 10 years k ; . 7.6 


regimens. Data gathered by Brailey! (Table 4) 
clearly show greater mortality in negro than in 
white children, and increased mortality under the 
age of three years. In further analysis of this group 
of children it was noted that there was increasing 
mortality associated with the presence of par- 
enchymal lesions visible by x-ray films at the time 
of the first examination (Tables 5 and 6). 
Lincoln’s study of 622 children with primary 
tuberculosis revealed 90 per cent of deaths occurring 
within one year of the discovery of the disease.'® 
The mortality rate in infants under six months of 
age was 55 per cent; in the group from one to two 
years of age it was 28 per cent; in the four to nine 
year age group, 15 per cent. Lincoln noted that the 
size of the pulmonary parenchymal lesion was di- 
rectly related to mortality: The rate was 44 per cent 
among those with the largest lesions, and only 23 
per cent among those with minimal lesions. Her 
study further emphasized the importance of the ab- 
sence of parenchymal lesions in an additional group 
of infants under two years of age who had positive 
reaction to skin test but no x-ray evidence of pul- 
monary or nodal disease. The mortality rate in this 
group was only 10 per cent, as compared with 32 


TABLE 5—Mortality from Tuberculosis in 512 Children Infected Before 3 Years of Age—Interval from Discovery to Death 
(Data from Brailey') 





Positive Tuberculin Reaction Plus Parenchymal 
Lesion on Initial X-ray Examination 


Colored 


White 
140 
22.1 


32.4 
35.8 


Postive Tuberculin Reaction Without Parenchymal 
Lesion on Initial X-ray Examination 


Total White Colored Total 





183 135 194 329 


20.8 0.8 3.2 2.2 
29.6 3.9 7.6 6.0 
32.0 3.9 7.6 6.0 


OOOO 


TABLE 6—Mortality from Tuberculosis in 636 Children Infected Between 3 and 15 Years of Age—Interval from Discovery to Death 
(Data from Brailey') 





Positive Tuberculin Reaction Plus Parenchymal 
Lesion on Initial X-ray Examination 


White 


Positive Tuberculin Reaction Without Parenchymal 
Lesion on Initial X-ray Examination 


Colored White Colored 





4 


Death rate (per cent) : 

25.0 
25.0 
25.0 


First 5 years 
First 10 years 


TABLE 7—Mortality in Different Categories of Tuberculosis According to Specific Therapy, Children’s Hospital, Los Angeles, 1934-1955 


37 222 368 


24.3 0.0 
33.7 0.0 
38.2 0.0 








Nonspecific Treatment 


Name of Category Total Cases Total Deaths 


190 14 
Meningitis.. 111 111 
B 75 
Lymphadenitis 17 
Misc. (eye, skin, renal) 34 


427 
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Strept., PAS 


Treated with A 
Strept., PAS, INH 
Total Deaths 


Per Cent 
of Series 


Deaths 


Total Deaths (Per cent) 


2 20 42.4 
12 13 27.0 
1 5 18.3 
0 4 5.9 
0 0 6.8 


15 42 100 





per cent in a similar group with x-ray evidence of 
parenchymal involvement. Unfortunately these data 
were not correlated with race. 


A study of 530 cases in children admitted to 
Los Angeles Children’s Hospital from 1934 to 1955 
inclusive has been made. The patients differed some- 
what from those in other series in that most of them 
were ill and had clinical and/or laboratory evidence 
of active disease. Children over three years of age 
with minimal parenchymal disease or hilar lymph- 
adenopathic involvement were, until recently, treated 
as outpatients. Thus, the series of 980 cases of pri- 
mary tuberculosis reported by Lincoln'* contained 
126 cases of meningitis, or 12.8 per cent of the 
total, whereas 27 per cent of the 530 cases in the 
present study were meningitis. Table 7 shows the 
distribution of the cases correlated with therapy, 
showing an overall mortality rate of 7.1 per cent in 
pulmonary infection compared with 86.7 per cent 
mortality in meningitis. Bone tuberculosis with or 
without lung involvement comprised 18.3 per cent 
of the cases and the mortality rate was similar to 
that for pulmonary involvement. There was pro- 
nounced decrease in mortality in the group of 42 
patients with diseases of all categories who were 
treated with streptomycin-para-aminosalicylic acid- 
isoniazid combination. In Table 8 the mortality rate 
is correlated with the race of the patients. Although 
the Mexican population of Los Angeles County, ac- 
cording to 1950 data, is less than 10 per cent of the 
total population, 36.1 per cent of all patients with 
tuberculosis admitted to the hospital came from this 
group. It had been the authors’ clinical impression 
that Latin-American children did not have as much 
resistance to tuberculous infection as do other chil- 
dren. However, this is not borne out by the statistics 
gathered, which actually show little significant differ- 
ence in mortality rates in the racial groups listed. 


The hypothesis has been proposed by Dickey? 
that mortality might be directly related to family con- 
tact in that repeated exposure to large infecting doses 
of organisms might more readily occur. No such 
relationship existed in the present series (Table 9). 


TREATMENT 


Before the advent of streptomycin, therapy was 
primarily directed to measures suited to improve the 
patient’s own defense against tuberculous infection. 
These consisted of optimum nutrition, rest, surgical 
procedures where indicated, and other general sup- 
portive measures. Recently great interest has de- 
veloped in the proper use of specific antimicrobial 
agents. Of these streptomycin, para-aminosalicylic 
acid (PAS) and isoniazid (INH) are most effective 
and widely used. 
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TABLE nea of Race to Mortalit 4 Children's Hospital, 
os Angeles, 1934-19 





Proportion of Series Mortality Rate 
(Per Cent) (Per Cent) 


54.6 26.4 
36.1 31.8 
6.7 27.7 
0.2 0.0 


TABLE ee of Family Contact to Mortality, Children’ ; 
Hospital, Los Angeles, 1934-1955 


Family Contact No Family Contac 
with Tuberculosis with Tuberculosi 


Number of cases. 
Number of deaths 
Rate of mortality (per cent) 27.6 


Streptomycin has a pronounced bacteriostatic ef 
fect in vitro and in vivo.2! However, even whe: 
administered to guinea pigs before experimenta 
infection it will not prevent dissemination and loca 
necrosis, and hypersensitivity develops before th: 
infection begins to regress. Clinically it is of greates 
value during the acute inflammatory stage.1! Wher 
administered alone, bacterial resistance develop: 
rapidly; significant bacterial resistance has bee: 
observed in 70 per cent of patients treated for 9% 
to 120 days. Toxicity is manifested by disturbanc: 
of vestibular function and is most likely to resul: 
from intraspinal administration or large, daily, in 
tramuscular doses given continuously over several! 
weeks or longer. Dihydrostreptomycin is likewise 
effective® but has similar toxicity, affecting th: 
function of the eighth nerve. 

Pas is inferior to streptomycin’! but has the 
great advantage of delaying emergence of bacterial 
resistance when used in combination with either 
streptomycin or INH. Toxic manifestations are in- 
frequent, but nausea, vomiting, anorexia, fever, skin 
rash and hemolytic anemia have been observed. 


Isoniazid has been available since 1952 and it 
appears to be the most valuable agent currently 
available. Experimentally it has been shown to sur- 
pass in bacteriostatic effect both streptomycin and 
pas. It is capable of diffusion in therapeutic 
amount into caseous masses,® body tissue spaces. 
and macrophages. Administered to monkeys and 
guinea pigs,> before and during challenge with 
virulent tubercle bacilli, complete protection was 
afforded. After discontinuance of the drug, the 
guinea pigs later had a considerable acquired re- 
sistance to a similar and unprotected challenge. 
Emergence of bacterial resistance is similar to that 
observed against streptomycin®:”° and can likewise 
be delayed by combination with either streptomycin 
or PAS.*5 Clinical and experimental evidence shows 
increased antibacterial effect of INH with eithe: 
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TABLE 10—Mortality in oe to Thera; opy: in Three Age Groups—All Types of Tuberculous Infection, 


hildren's 


Under Three Years 


No Spec. Strept. Strept. 
Treatment PAS PAS, INH 


219 39 25 
85 13 1 
33.3 4.0 


streptomycin or PAS, but not when combined with 
oth, in the management of pulmonary infec- 
ion.!-22,26.27 Toxicity of INH is apparently depend- 
ent upon large dosage”® and primarily results in 
peripheral neuritis or convulsions. Fever, protein- 
uria, dermatitis, leukopenia and psychosis have been 
described but are uncommon. 

Newer drugs are available and are in process of 
investigation. Pyrazinamide is remarkably effective 
when combined with INH, but the occurrence of drug- 
induced hepatitis has limited its usefulness. Vio- 
mycin is not as efficacious as streptomycin and its 
excessive toxicity precludes widespread use. Cy- 
closerine is currently being used experimentally and 
its apparent effectiveness warrants further evalua- 
tion. 


Antituberculous agents have strikingly altered the 
course of childhood tuberculosis. Among 980 chil- 
dren with primary tuberculosis admitted to Bellevue 
Hospital from 1930 to 1946, Lincoln’ reported 21.5 
per cent mortality with no specific therapy. From 
1947 to 1951, a reduction of mortality to 5 per cent 
was achieved in 421 patients treated with streptomy- 
cin plus PAs or promizole in 35 per cent of the 
cases. From 1952 to 1953 INH was added to the 
therapy of 129 patients, with a reduction of the 
mortality to 1.5 per cent. Although meningitis was 
the cause of 60 per cent of the deaths in the first 
group, meningitis did not develop in any of the 
cases in which INH was used. Similar reports are 
available from other centers. One case of meningitis 
was reported recently in a patient receiving INH 
therapy.!7 

Table 10 represents an analysis of the data on the 
present series relating age to mortality and therapy. 
As in other reports, the data show a high mortality 
rate in the young age group and are similar to those 
reported by other investigators regarding the effi- 
cacy of INH, although the number of treated cases is 
small. 

It is agreed that tuberculous meningitis is the 
most severe form of infection and presents the 
greatest threat to life. Formerly 100 per cent mor- 
tality was inevitable, but with streptomycin and 
promizole Lincoln achieved a reduction to 37 per 
cent.'14 The addition of INH resulted in further re- 
duction in mortality to 12 per cent, accompanied 
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_— Los Angeles, 1934-1955 


Three to Nine Years 


No Spec. Strept. 
Treatment PAS 


Over Ten Years 


Strept. 
PAS 


Strept. 
PAS, INH 


No Spee. 
Treatment 


Strept. 
PAS, INH 


166 22 14 42 2 1 
43 2 0 8 0 0 
26.0 9.09 0.0 19.1 0.0 0.0 


TABLE 11—Mortality of Tuberculous Meningitis, Children's 
Hospital, 1934-1955 


Rate of 
Mortality 
(Per Cent) 


100 


No. of 
Cases 


No. of 
Deaths 


lll 


Neurol. 
Sequelae 





No specific treatment 111 0 


Treated with Strept., 


5 12 63.1 


Treated with Strept., 
PAS and INH 12 2 1 9.9 


TABLE 12—Recommended Treatment of Meningitis and/or 
Miliary Tuberculosis in Childhood 


Dose/24 Hours 
(Per Kilogram of 


_Length of 
Body Weight) 


Drug Schedule Treatment 


Daily First 1 to 2 
mos. 
From 2 to 6 


mos. 


Streptomycin* 

Intramuscular 

Dihydrostrepto- 
mycin 


PAS 
(Oral) 


50 mg. not to 
exceed 1 gm. 
50 mg. not to 
exceed 1 gm. 


0.4-0.5 gm. 


Thrice/week 


Daily 

Divide 3 doses 
Daily From 2nd mo. 
Divide 3 doses to 2 years 


First 2 mos. 


0.2-0.25 gm. 





INHt 
(Oral) 


First 6 mos. 


From 6 mos. 
to 2 yrs. 


15 mg. 
8 mg. 


Daily 
Daily 





“Streptomycin and dihydrostreptomycin in equal quantities of each 
to make the total recommended dose when administered intramus- 
cularly. 


Pyridoxine, 25 mg. daily, until INH is decreased. 


by a decline of sequelae in survivors. Other investi- 
gators have indicated benefit from accompanying 
adrenal steroid therapy® and have reported a mor- 
tality rate of 6.45 per cent? with this therapy. In the 
present series there was a sharp drop in neurologic 
sequelae and in mortality when INH was added to 
the therapy. The neurologic sequelae noted in two 
cases in the group treated with INH were partial 
hearing loss, possibly caused by intraspinal strepto- 
mycin. 
SPECIFIC TREATMENT SCHEDULES 


In most schedules of treatment INH is used as 
the primary agent, but PAs or streptomycin is in- 
cluded.18:19.22.28,26 In dealing with the most serious 
forms of infection, miliary and meningeal, many 
investigators use the three agents simultaneously. 
The schedule used at Los Angeles Children’s Hos- 
pital is outlined in Table 12. 
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Intraspinal medication is no longer used since 
INH so readily diffuses into cerebrospinal fluid. In- 
traspinal injection of streptomycin probably was the 
cause of much of the previous vestibular damage 
and its omission alone will likely result in fewer 
sequelae. Adrenocorticotropic hormone or corti- 
sone is not routinely used at Children’s Hospital. 
It has been suggested that these agents may reduce 
the fibrinous exudate, preventing blocks in spinal 
fluid drainage and allowing antimicrobial agents to 
have a better access to the bacteria.” Parenteral INH 
and PAs should be used initially if there is any 
question regarding the adequacy of the oral route. 
Daily oral administration of pyridoxine, in doses of 
25 mg., is recommended with INH to prevent periph- 
eral neuritis, although this complication was not 
noted in patients treated without it in the present 
series. 

Ideal management of the active primary infection 
is still in doubt and must await carefully controlled, 
long-term studies. Antimicrobial agents are highly 
effective in reducing bacterial population, and 
with early INH therapy positive skin reactions have 
been lessened in intensity and even reversed. The 
most dreaded complication, meningitis, can be pre- 
vented, and experimental evidence is strong’ that 
initial infection may be preventable by INH, even 
with close exposure. Many investigators therefore 
feel justified in advocating routine therapy in all 
patients with recently developed positive skin re- 
actions, especially in infants up to the age of two 
years (and for those with family contacts up to six 
years). The question is now being seriously asked 
whether all children with active primary tubercu- 
losis should not be so treated.*.* 


Perhaps such a course will indeed prove ideal, 
but there are several factors that should not be over- 
looked. Past experience with chemotherapy and 
antibiotics has demonstrated dangers, both obvious 
and subtle. Long-term changes in bacterial popula- 
tions have posed new problems. The increasing num- 
bers of severe infections with antibiotic-resistant 
staphylococci is a striking illustration. In conse- 
quence, clinicians are constantly challenged to 
employ, where possible, other available methods to 
promote the patient’s recovery, and to reserve anti- 
biotics and chemotherapy for cases in which the 
findings and the course indicate the ineffectiveness 
of other measures. It is unthinkable that a physi- 
cian’s knowledge and clinical judgment should not 
be utilized to the fullest in deciding the individual 
management of each specific case. Data are available 
to suggest criteria which should provide safe and 
careful individual patient management, avoiding 
empiric antimicrobial therapy which may ultimately 
prove disastrous. 
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Data of Brailey,’ Lincoln,!* and Levin’? clearly 
depict the increased dangers of dissemination dur- 
ing the first year after infection, as well as the in- 
creased mortality risk in infants under three years 
of age. Correlation of mortality with parenchymal 
pulmonary involvement is clearly shown by Brailey: 
In children under three years (white and colored) 
during the first year after infection the mor- 
tality rate was 20.8 per cent when there was 
parenchymal involvement. For patients with positive 
skin reaction, but without parenchymal involve- 
ment, on the other hand, the mortality rate was 
2.2 per cent. Considered by race, this latter group 
was divided: In white children the rate was 0.8 per 
cent and in colored children 3.2 per cent. The same 
trend is present in those from three to fifteen years 
of age. In that group, ten years after discovery of 
infection, the mortality in those with initial paren- 
chymal lesion was 25.0 per cent for the white popu- 
lation and 38.2 per cent among the colored. In those 
without parenchymal disease, the mortality was 0.0 
per cent in the white and 3.3 per cent in the negro 
population. 


In view of the natural course of the disease, the 
following criteria are suggested : 


A. ‘Active antimicrobial treatment should be given 
when: 
1. There is positive skin test in addition to con- 
ditions (2) and (3). 
2. Parenchymal pulmonary lesion present (vis- 
ible by x-ray). 


3. Clinical evidence of active infection present. 


. No active antimicrobial treatment given, but 
careful observation and frequent reevaluation 
should be done when: 

1. There is positive skin test only. 

2. Hilar adenopathy is present without paren- 
chymal involvement. 

3. There is no clinical evidence of active in- 
fection. 


The individual physician is obviously the key 
figure in the detection and management of tuber- 
culous patients. Skin testing must be made a routine 
office practice and used as otherwise indicated. Chil- 
dren under the age of three years with positive 
reaction to tuberculin skin test must have detailed 
clinical evaluation and must be examined periodi- 
cally by chest x-ray until quiescence of the infection 
is determined or until healing has occurred with 
drug therapy. With close and careful observation, 
dissemination of the infection from an initial focus 
can be detected and appropriate drug therapy can be 
instituted as needed. In this manner specific anti- 
microbial therapy can be avoided in the majority of 
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TABLE 13—Recommended Treatment of Active Pulmonary 
Tuberculosis in Children 


Dose/24 Hours 
(Per Kilogram of 
Drug Body Weight) 


PAS 0.3 t00.4gm. Daily 
(Oral) Divided dosage 


0.2 to 0.25 gm. Daily From 2 to 12 

Divided dosage mos. 
NH* 10.0 mg. Daily 
(Oral) 8.0 mg. Daily 


Length of 


Schedule Treatment 





First 2 months 








First 6 months 


Thereafter to 
12 mos. 





*Pyridoxine, 25 mg. daily, orally, until INH is decreased. 


patients having merely a positive skin test for 
tuberculosis. 

Table 13 outlines the author’s suggested plan for 
the application of specific treatment. In the man- 
agement of the pulmonary infections, use of the 
PAS-INH combination has been shown to be as ef- 
ficacious as the INH-streptomycin combination, or 
as all three agents used simultaneously. The total 
length of therapy should be at least 12 months, and 
it should be extended to 18 or 24 months in case of 
inadequate resolution of the lesion. Therapy of 
shorter duration often is followed by clinical re- 
lapse, especially in the fibrocaseous type. 

Tuberculous adenitis is occasionally difficult to 
manage.'® Once the diagnosis is established, treat- 
ment should be instituted as for pulmonary infection. 
After four weeks of therapy, tonsillectomy should 
be considered. Usually considerable regression of 
enlarged nodes occurs; if not, and particularly 
where there is evidence of suppuration, surgical 
excision should be performed. Specific therapy 
makes the danger of chronic fistula formation quite 
unlikely. 

4614 Sunset Boulevard, Los Angeles 27. 
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The Sexual Psychopath in California 


SEXUAL OFFENDERS in our community have been 
the subject of considerable concern to the public, 
the medical profession and the legal profession. The 
concept that many persons who perpetrate sexual 
acts offensive to society have a mental abnormality 
that is susceptible to medical treatment, caused the 
enactment in California of a law providing for the 
hospitalization and treatment of such persons. The 
first law governing “sexual psychopaths” in Cali- 
fornia was passed in 1939 and it has been substan- 
tially revised since. Inasmuch as the term “sexual 
psychopath” is not a medical one, the definition of 
it is associated with differences of opinion among 
psychiatrists. The courts who act upon the recom- 
mendations of the examining psychiatrists have 
noted these differences, and are properly requesting 
the establishment of clear diagnostic criteria. 

The “sexual psychopath” law in California pro- 
vides for the hospitalization of a sexual offender if 
all the following conditions pertain: 


1. He has been convicted or has pleaded guilty 
to some criminal act (the crime need not have been 
a sexual offense). 


2. The criminal offense is not punishable by 


death. 


3. He is afflicted with a mental disorder, pro- 
nounced departure from normal mentality or “psy- 
chopathic personality.” 


4. He is predisposed to the commission of sexual 
offenses. 


5. The degree and nature of his predisposition is 
such as to constitute him a menace to the health or 
safety of others. 


By carefully examining each of these provisions, 
it is possible to establish criteria for diagnosis. As 
in any medical diagnosis, each case must be con- 
sidered individually and the criteria used as guides 
in reaching a conclusion as to “sexual psychopathy.” 

Certification for examination to determine whether 
a person is a “sexual psychopath” is made when 
the court finds that there is probable cause for be- 
lieving this condition exists. Certification may be 
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@ In California sexual offenders apprehended by 
the law are examined by court-appointed psychi- 
atrists to determine whether they are “sexual psy- 
chopaths” as defined by California law and need 
treatment in a mental hospital. This paper out- 
lines the criteria to be used as guides in properly 
selecting the persons for treatment. 

In general, sexual offenders fall into four cate- 
gories. The first group consists of persons who 
cannot maintain proper control over their sexual 
impulses but whose acts do not constitute them 
a menace to the health and safety of others. They 
are not “sexual psychopaths” and their cases 
should be handled on their legal merits. 

The second group embraces persons who have 
committed a sexual offense on only one occasion 
and while under the influence of abnormal or 
unusual environmental stress. They are not con- 
sidered “sexual psychopaths.” 

The third is made up of persons completely 
out of step with the social culture. They often 
have long criminal histories or long histories of 
social maladjustment. They are impulsive in their 
behavior and not remorseful of their misdeeds. 
Sexually deviant acts committed by such indi- 
viduals are often incidental to their general 
asocial and amoral behavior. They do not suffer 
from inability to control sexual impulses. Their 
offenses should be judged according to the legal 
merits of the case. 

True “sexual psychopaths” have deviant men- 
aceful sexual impulses and are not able to con- 
trol them. The vast majority of these persons are 
those who have committed sexual offenses against 
children. The California State Department of 
Mental Hygiene has a maximum security hospi- 
tal which is charged with the care and treatment 
of “sexual psychopaths.” 


made upon the motion of the trial judge, the prose- 
cuting attorney or the defendant. If the defendant 
has been convicted of a felonious sexual offense 
involving a child under 14 years of age, certification 
for examination as a “sexual psychopath” is man- 
datory. It is also mandatory if the conviction is 
only for a misdemeanor sexual offense involving a 
child under the age of 14, provided there has been 
a previous sexual offense conviction. Persons com- 
mittable as mentally ill or mentally defective will 
not usually be certified for examination for “sexual 
psychopathy.” 

Determination of “sexual psychopathy” is in- 
timately related to the definition of the words “pre- 
disposition” and “menace.” In general it is accepted 
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iat an individual has a predisposition for the com- 
viission of sexual offenses if he has demonstrated 
n inability to control sexual impulses to the extent 
tnat these impulses have been acted out repetitively. 
“hese sexual offenses are menaceful if there is asso- 
iated aggression or if children are involved. 

A review of apprehended sexual offenders indi- 
cates that they fall into four general categories. 
These groups will be reviewed in detail. It will be 
,oted that only one group of the four includes the 
“sexual psychopaths.” 


i. Abnormal Sexual Acts Not Considered ‘““Menaceful”’ 


The first group comprises persons who cannot 
maintain proper control over their sexual impulses 
but whose acts do not constitute a menace to the 
health and safety of others. 

Many sexual offenses are outrageous to our society 
yet are not menaceful in that they do not inflict 
any degree of physical or psychic trauma upon 
others. While persons who commit such ‘offenses do 
not qualify as “sexual psychopaths” they are often 
seriously disturbed and are in need of and can 
benefit from psychiatric treatment. Such treatment 
may be obtained on an outpatient basis or in a 
correctional facility, depending upon the disposition 
of the case by the court. Offenders of this kind are 
not committable to a state hospital as “sexual 
psychopaths.” Examples of the offenses are homo- 
sexuality with adults where the relationship is a 
voluntary one, transvestitism, voyeurism, exhibition- 
ism or indecent exposure when the victim or ag- 
grieved is an adult, fetishism, pornography, copro- 
philia, bestiality, and cunnilingus, fellatio or sodomy 
between adults on a voluntary basis. It should be 
carefully noted that if any of these acts involve 
children, or if they are associated with aggression, 
they should be considered menaceful and the per- 
petrator classified as a “sexual psychopath” if he is 
predisposed in this manner. 


II. Not Predisposed to Commission of Sexual Offenses 


The second group comprises persons who have 
committed a sexual offense on only one occasion and 
while under the influence of abnormal or unusual 
environmental stress. 

Occasionally when a person is apprehended for 
a sexual offense, careful history and psychiatric 
evaluation will reveal that this is the first and only 
sexual offense and that there is nothing in the per- 
sonality structure to indicate he is likely to repeat 
the offense. An example is a person whose main 
motivation in the sexual offense is curiosity. One of 
the authors had opportunity to examine an 18-year- 
old boy, substantially normal in all respects, who 
was left in charge of a six-year-old girl, as a baby 
sitter. During the course of the evening, while play- 
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ing with the girl affectionately, his curiosity in 
her genital region became aroused and he put his 
finger in her vagina. The girl related the incident 
to her mother, and the boy was apprehended and 
examined as a “sexual psychopath.” He was deeply 
remorseful for his act and could not understand 
why he had done it. There was no evidence of 
retarded psychosexual development or uncontrol- 
lable sexual impulses. No serious mental or person- 
ality disorder was ascertained. He was found to be 
not a “sexual psychopath” and it was recommended 
to the court that he be seen by a private physician 
for counseling and follow-up. 

Another instance which characterizes individuals 
in this group is that of a 63-year-old widower who 
had led an exemplary life and who married a 33- 
year-old divorcee. Apparently his young wife did 
not marry him for reasons of love, and she ridiculed 
his sexual efforts as not being satisfactory to her. 
He subsequently became involved in the genital 
fondling of his 13-year-old stepdaughter, who was 
affectionate toward him and with whom he spent 
considerable time alone. This represents a rather 
unusual circumstance, combining the factors of re- 
jection by his young wife, considerable time spent 
in the company of a young girl, and seduction on 
the part of the girl. The man was deeply remorseful 
for his act and at the time of the interview had 
gained some insight into the situation which stim- 
ulated the sexual offense. He was found not to be a 
“sexual psychopath.” 


III. Incorrigible Sociopaths 


This group consists of persons who are com- 
pletely out of step with our social culture. They 
are always in trouble, benefiting neither from ex- 
perience nor punishment and maintaining no real 
loyalties to any person, group or code. They are 
frequently callous and hedonistic, showing pro- 
nounced emotional immaturity with lack of a sense 
of responsibility and lack of judgment, and an 
ability to rationalize their behavior so that it ap- 


’ pears warranted, reasonable and justified. Sexual 


offenses committed by such persons are often inci- 
dental to their general asocial and amoral behavior. 
They do not lack ability to control sexual impulses 
as much as they lack ability to control antisocial or 
immoral impulses. They are not “sexual psycho- 
paths” and their offenses should be judged according 
to the legal merits of the case. They should be com- 
mitted to correctional facilities when indicated. 


IV. The “Sexual Psychopath” 


The true “sexual psychopaths” cannot control 
their sexual impulses. The resultant sexual acts by 
these persons, most of whom have committed offen- 
ses involving children, are menaceful to society. 
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However, any sexually deviant act, whether involv- 
ing child or adult, where aggression or force is 
applied renders the act a menaceful one, and the 
person committing the act should also be classified 
as “sexual psychopath” if the predisposition exists. 

Occasionally difficulties will arise in determining 
whether the victim should be classified as a child 
or an adult. In a medical sense, a person who has 
reached the age of 16 years is considered to have 
attained his full intellectual potential. At this time 
he has also usually achieved adult sexual develop- 
ment and mature social and emotional growth. 
Ordinarily, we would expect a 16-year-old to be in a 
position to discriminate to the extent that he or she 
could resist a sexual advance if there were no 
aggression involved. However, of equal importance 
for consideration is the past history and personality 
development of the sexual offender. If there is some 
evidence that his deviant sexual acts have involved 
or might involve children under the age 16, he 
should be considered a “sexual psychopath.” Occa- 
sionally, the sexual offender’s acts are directed pri- 
marily toward adults, with the involvement of a 16 
or 17 year old person being incidental. This might 
be true in some cases of statutory rape or adult 
homosexuality. 

Another area of some difficulty in interpretation 
involves a sexual offender who has had no previous 
sexual offenses but appears to have recently under- 
gone decided personality change. In such an in- 
stance, it may be that even though there has been 
no previous offense the personality change is of 
such nature that he is now predisposed to the com- 
mission of sexual offenses. In general, however, the 
most reasonable interpretation of “predisposition” 
is demonstrated repetitive behavior. 

Occasionally, a person may be examined for a 
deviant sexual offense that would be considered not 
menaceful. However, upon careful review of his his- 
tory, as well as psychiatric evaluation, it may be re- 
vealed that he has in the past committed acts which 
would be considered menaceful. Unless there has 


been psychotherapy in the interim or some other - 


stimulus to alter his behavioral characteristics, the 
previous acts should be taken into account in deter- 
mining “sexual psychopathy.” An example is the 
case of a person who, although apprehended for 
adult homosexuality has a history of homosexual 
acts with children. Such a person would be classified 
as a “sexual psychopath.” 

These groupings should serve as guides to psy- 
chiatrists in determining “sexual psychopathy.” It 
must again be emphasized that each case should be 
considered in its entirety and the judgment made 
on an individual basis. Not only is it important to 
evaluate the present mental status of the individual, 
but a case history and review of his criminal record 
is of paramount importance. All the details sur- 
rounding the sexual offense should be known and, 
if necessary, the victim or witnesses should be made 
available to the psychiatrist for interrogation. 

Psychiatrists and lawyers should be acquainted 
with Section 5600 of the California Welfare and 
Institutions Code which provides for the voluntary 
admission of mentally abnormal sex offenders to a 
state hospital. No one can qualify for admission 
under this statute who has criminal charges pending 
against him. A sincere desire on the part of the 
patient to overcome his difficulty renders the prog- 
nosis more favorable. 

Atascadero State Hospital, located halfway be- 
tween San Francisco and Los Angeles, has been 
designated by the Department of Mental Hygiene 
as the psychiatric facility to receive and treat “sex- 
ual psychopaths.” This maximum security hospital 
was originally constructed to care for the state’s 
“criminally insane.” However, more than half its 
beds are now for persons to be treated as “sexual 
psychopaths.” 

Sexual offenders committed to the Department of 
Corrections often receive psychiatric treatment at 
the psychiatric facility of that department at Vaca- 
ville. Preliminary reports from both Atascadero and 
Vacaville indicate encouraging results from psychi- 
atric treatment. 

Mendocino State Hospital, Talmage. 
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Alcohol Addiction 


2roblems in Treatment 


A. E. BENNETT, M.D., Berkeley 


ALCOHOLISM, an illness compulsive in character and 
progressive in its impairment of health, results in 
serious hardship for the victims, their families and 
the community. Many investigators have called it 
the Number One social problem in the nation. 

Although the number is very difficult to estimate, 
there are probably about five million problem drink- 
ers in the United States, of whom at least 750,000 
are chronic alcoholics. According to recent Califor- 
nia statistics, we are above the national average, 
especially in the larger cities. San Francisco and 
Los Angeles lead all cities in arrests per capita for 
intoxication. In 1953 more than half the arrests 
were for excessive drinking. Sacramento led with 
8,893 per 100,000. 

California, with about 125,000 seriously ill alco- 
holics, has been called the nation’s most alcoholized 
state. Data from the State Department of Public 
Health show that half the deaths in California from 
cirrhosis of the liver are due to alcoholism, six 
times the ratio in other states; and that about 
600,000 persons—one of every 14 adults—are rated 
as excessive drinkers. 

Life insurance companies estimate that chronic 
alcoholism shortens life by two to twelve years. 
About 25 per cent of family separations or divorces 
are charged to chronic alcoholism. The annual eco- 
nomic cost and loss of earning power is estimated 
at one billion dollars. A survey in New York City 
rates the cost for that city alone at $200 million 
a year. Chronic alcoholism accounts apparently for 
over 10 per cent of the annual 100,000 suicidal at- 
tempts in the nation. In many of these cases, use 
of alcohol is often combined with sedative drugs. 


CAUSES 


Williams* elaborated the theory that an alcoholic 
suffers from an abnormal craving because of in- 
herited metabolic fault which causes his body to 
require certain elements in great excess over the 
normal. Hence, it was postulated, treatment should 
be designed to overcome this abnormality by the 
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e Of about five million problem drinkers in the 
United States, at least 750,000 are chronic alco- 
holics, a sixth of whom are in California. Seven 
phases of drinking patterns are described, from 
nondependent or “social” drinking, to the last 
two phases, when blackouts become more fre- 
quent and severe, “benders” fade into each other 
and serious organic diseases appear. 


General principles of treatment, after medical 
diagnosis and psychosocial evaluation, include 
hospitalization for acute episodes and physical 
disabilities, use of Antabuse (disulfiram) in suit- 
able cases, psychotherapy, and the use of social 
aids such as Alcoholics Anonymous. The problem 
requires all resources available in the community, 
since chronic alcoholics are never cured and need 
support for long periods. A cooperative patient 
can finally readjust himself and get along with- 
out alcohol. 


Physicians must recognize the seriousness of 
alcohol addiction and help patients to accept 
treatment. 


administration of at least most of the known essen- 
tial nutritional factors in excess. 

Some evidence on a genetic basis supports this 
theory. Alcoholism, four times as frequent in family 
histories of excessive drinkers as in normal drink- 
ers, is associated with the inheritance of an ab- 
normal reaction to alcohol. The effects of the drug 
are more attractive to these drinkers. The suscepti- 
bility to alcohol is often constitutional and akin to 
allergy, a tendency seemingly inherited by the psy- 
chopathic personality. Inheritance is usually through 
the father or the mother’s male relatives. 


TYPES OF ALCOHOLICS 


The borderline between the so-called social 
drinker, the problem drinker and the chronic alco- 
holic is a narrow one. From the medical standpoint, 
a pathologic drinker is one who commits acts that 
he rarely remembers or antisocial acts—often vio- 
lent, uncontrollable and senseless. Such behavior 
often occurs at the beginning of deliroid or other 
psychotic reactions. Pathological drinkers are con- 
sidered to be emotionally ill from the start; later 
they become physiologically ill from complications 
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of alcoholism—they have various disorders of bodily 
function due to actual toxic effects of alcohol and 
concomitant metabolic disturbances such as liver, 
kidney, heart or brain diseases. With repeated 
bouts of drinking, the person becomes chronically 
ill, and his psychologic and physiologic reflexes are 
so conditioned that the patient loses self-control. He 
is then truly addicted to alcohol. 

As with the toxic effects of other chemicals, the 
higher the concentration of dosage, the shorter the 
interval before the toxic effect; and, conversely, the 
longer the time of exposure, the lower the concen- 
tration required to produce the same effect. The 
dose of alcohol and duration of exposure capable 
of producing disease vary with the individual, de- 
pending possibly on inherited or constitutional 
factors. 

The chemical, ethyl alcohol, can directly disturb 
metabolism and also interfere with metabolism by 
upsetting nutrition. The result is functional and, 
eventually, structural changes in cerebral cortex, 
endocrine system and liver, besides other changes 
associated with imbalanced nutrition. Malfunction 
in these organ systems is progressive. 


Bell! classified seven phases of drinking patterns. 


1. Nondependent or “social” drinking. The drinker 
enjoys only the mildest anesthetic effects, and con- 
siders alcohol a beverage like tea or coffee. He 
rarely becomes even mildly intoxicated. In this type 
of drinking, however long maintained, the exposure 
to ethyl alcohol does not produce disease in the vast 
majority of people. 


2. Dependent drinking. This type of drinking in- 
volves personal dependence on certain anesthetic ef- 
fects, and may be associated with all degrees of 
maladjustment from mild feelings of anxiety to com- 
plete psychosis. Dependent drinking may follow the 
person’s first exposure to alcohol if at the time he 
is the victim of chronic or periodic states of hos- 
tility, tension or anxiety; or it may be acquired later 
if the anesthetic effect of alcohol is found to relieve 
anxiety tension states that result from adult re- 
sponsibilities and frustrations. Even negligible frus- 
trations may lead to a dependent drinking pattern 
in some persons, because alcohol effectively and 
quickly reduces emotional states of resentment and 
frustration. 

The nondependent drinker has difficulty in under- 
standing the dependent drinker, and vice versa. The 
start of dependent drinking should be considered 
the first warning of chronic alcoholism and disease 
as a possible result. The dependence upon the 
anesthetic effect of alcohol should be viewed as one- 
half of craving for alcohol—the potentially con- 
trollable half that varies greatly in intensity, peri- 
odicity and duration from person to person. 
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3. Increase in tolerance. In time—the period may 
vary greatly—dependent drinking may become 
chronic toxic drinking. This stage is the second 
warning that disease from alcohol can result. 

Increased tolerance to alcohol probably represents 
the first effort of the body to adjust to a chronic 
toxic experience. With continued adjustment to « 
certain alcohol consumption, the formerly effective 
blood level of alcohol can no longer meet the in- 
dividual needs. More alcohol must then be con- 
sumed, and the body readjust, and so on unti! 
the individual reaches his limit of metabolic adjust 
ment to this toxic experience. He is then a “heavy 
drinker.” For clinical purposes all heavy drinkers 
can be considered dependent drinkers whose drink 
ing has resulted in increased tolerance. There is nc 
safe way to indulge in heavy drinking. 

Since alcohol has not yet produced irreversible 
metabolic changes, the dependent drinker still re 
tains the ability to eat and sleep. As there is as yet 
no indication of disturbance in carbohydrate, fat 
water or mineral metabolism, there are no sweats. 
shakes, cramps, lack of appetite or craving for 
sugar. But the drinker at this stage is forced into a 
different method of drinking. In order to reach the 
effective blood alcohol levels demanded by his in- 
creased tolerance, he must gulp drinks instead of 
sipping them. He begins to “sneak” drinks, because 
most social occasions do not offer enough alcohol 
to meet his needs. Unfortunately, however, many 
so-called social drinking occasions today represent 
mass dependent drinking, frequently with increased 
tolerance, as seen in the amount of alcohol supplied 
and consumed by groups of people on many so- 
called social drinking occasions. 

A significant symptom may appear at the end of 
this phase—the blackout, or temporary period of 
amnesia about the happenings of the drinking oc- 
casion. This may be called the third warning, and 
usually means that disease from alcohol is either 
present or near. It could be an anoxic effect on the 
cerebral cortex, as a result of disturbance in enzyme 
function in cortical cells. The cerebral cortex, the 
first to be affected by anesthetics, will therefore 
show the first disturbance in function. The first 
warning—namely, the beginning of dependent 
drinking—may have occurred about ten years pre- 
viously. The appearance of blackout means that in 
possibly one or two years irreversible metabolic 
changes will begin. 

4. Disease associated with the anesthetic effect of 
alcohol. Until this phase is entered dependent drink- 
ing can be undertaken and discontinued at will. 
Then the second half of craving associated with 
metabolic change is gradually added to the clinical 
picture. The drinker can no longer easily stop 
drinking if he wants to, and his drinking usually 
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ends up in intoxication, but at first only for one 
«ening. Very soon his loss of control extends to 
» weekend, and the weekend “bender” affects his 

mestic relationships. At this stage real addiction 
. ith irreversible metabolic changes is being estab- 
| shed. 

The author believes that this metabolic change 
volves changes in endocrine and enzyme func- 

on; evidently the pituitary gland, the cortex of the 
.drenal gland and the enzymes involved in carbo- 
| vdrate metabolism are most significantly affected. 
‘Vhen these changes have come about, the drinker 

as reached the point of no return and has the alter- 
-atives either to learn to live happily without alcohol, 
despite his dependence on it, or to go on through the 
later phases of disease, with ever increasing depend- 
ence, both physiologic and psychologic. 

From this time on, the continued exposure to 
alcohol more and more seriously disturbs metabolic 
equilibrium and it is increasingly harder after a 
drinking experience to gain a more normal meta- 
bolic state. Thus, the drinker begins to meet the 
withdrawal reaction after drinking. 

It is usually difficult to persuade anyone at this 
phase that he must stop drinking entirely. He has 
not suffered much from his drinking, it has for 
years helped to make life tolerable, and because of 
this dependence the very thought of being forced 
to live without it alarms him. Persuading him to 
undertake the effort requires a great deal of tact 
and patience from the physician. 

5. The phase of “alcoholic thinking.” With the 
increasing dependence upon alcohol and inability to 
control drinking, the drinker is forced into intricate 
rationalizations, alibis and lies about his drinking, 
called aptly “alcoholic thinking” by Alcoholics 
Anonymous. In this phase, extending for five to ten 
years or longer, the fear of facing life without alco- 
hol still exceeds the fear of the results of uncon- 
trolled drinking. Benders extend into the week, 
solitary drinking begins with attempts at the water- 
wagon, change of drinking pattern, periods of re- 
morse, extravagant behavior, new resentments. 

A most significant development in this phase, the 
“morning drink,” becomes essential when the person 
can no longer endure the withdrawal reaction and 
carry on a pretense of normal work. He drinks to 
maintain an abnormal metabolic state that has now 
become normal for him. The morning drink should 
be regarded as absolute proof that all drinking 
should be discontinued permanently. 

Anyone in Phase 5 should be considered to be 
suffering from a progressive impairment in both 
cortical and endocrine function. His drinking as a 
rule impairs his ability to eat, which further aggra- 
vates the imbalance in nutrition. Intellectual im- 
pairment with poor judgment follows early frontal 
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lobe involvement. About 50 per cent of the obvious 
abnormality can be considered the underlying per- 
sonality problem that led to dependent drinking, and 
the other 50 per cent as related to the chronic toxic 
effect of ethyl alcohol. 

At least by this stage the patient has fatty liver 
with changes in liver function, usually not advanced 
to severe cirrhosis. Treatment must begin before 
intellectual impairment becomes permanent. Often 
the physician by a calm discussion of developments 
so far can in one or two interviews get the patient 
started on a treatment and rehabilitation program. 
Medical treatment will be according to whatever 
metabolic disturbances are clinically evident. 

If his motivation is poor, the patient may need 
psychiatric treatment. Physicians should not be- 
come discouraged by relapses; frequent relapses 
occur with diabetic persons and others who are 
forced into acquiring new ways of living because 
of an irreversible pathologic condition. Often the 
wife of an alcoholic will call the physician, but the 
alcoholic himself will either refuse to see a physi- 
cian or accept help only to get off a bout. General 
practitioners usually see alcoholics in Phase 5, 6 
and 7. 


6. New fears. In this phase the fears of continued 
drinking begin to balance the fears of not drinking. 
The patient is afraid of his now more severe and 
more prolonged blackouts, and dreads to answer 
the door or the telephone for fear of what he may 
have done. Concerned over his supply of alcohol, 
he is forced to hide it, and sometimes hides it during 
a blackout. By Phase 6 the alcoholic himself is look- 
ing for help and many will turn up at a physician’s 
office. But new dangers must be looked for, because, 
without guidance, the patient readily shifts to 
dependence on other chemicals with comparable 
pharmacologic effect. He must be carefully steered 
away from experiencing the effect of barbiturates, 
narcotics, paraldehyde and bromides, even during 
the withdrawal period, when possible. It is a wise 
therapeutic policy to regard sedatives and narcotics 
as “carrying on from where alcohol left off,” not 
only psychologically, but in the cumulative meta- 
bolic effect. For example, an alcoholic becomes a 
barbiturate addict more quickly than does a person 
who is not addicted to alcohol. 

Properly handled, an alcoholic in Phase 6 is an 
excellent candidate for treatment. A medical exam- 
ination and medical treatment are by then definitely 
indicated; pathologic conditions related to alcohol- 
ism are more clinically evident than the underlying 
pathologic condition. The patient should be referred 
to a psychiatrist, and the psychiatrist should be in- 
formed that he is dealing with both personality 
problems and a chronic toxic disorder associated 
with a particular chemical. Some psychiatrists do 
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not appreciate the fact that such a patient can never 
drink in a controlled manner. 


7. Late phase. The patient unable to find as- 
sistance finally enters this phase. Benders get closer 
and closer together as he drinks to relieve symptoms 
of former drinking; he tries to stop and cannot, 
and the whole experience feels like a headlong 
plunge into oblivion. Other entities of chronic alco- 
holism appear in the withdrawal period—delirium 
tremens, alcoholic convulsions (from organic brain 
disease, Wernicke’s disease, Korsakoff’s disease) , 
severe neuritis, cirrhosis of the liver. The patient 
in this phase should be hospitalized after a bout, 
but if he is not intellectually deteriorated he can 
still benefit from treatment. The author found elec- 
troencephalography a valuable aid in determining 
early organic brain disease. The most frequent ab- 
normal electroencephalographic pattern in chronic 
alcoholism, fast activity in more or less degree, 
appears before manifest clinical symptoms fully de- 
velop, and can be relied upon for diagnosis and 
prognosis of alcohol brain disease.* A special study 
on over 100 cases has been reported. 

By the time Phase 7 is reached, the disease the 
physician first sees is mostly due to the chronic 
toxic effect of ethyl alcohol, and the underlying 
disease may only become evident after a consider- 
able period of abstinence. Atrophy of cerebral cor- 
tex and liver has been recognized for a long time 
in advanced cases of alcoholism. In such cases, func- 
tional changes have gradually resulted in organic 
change in these organ systems. Atrophy of the 
adrenal cortex and of sex glands is frequently noted 
at postmortem examination of old alcoholics. 


GENERAL PRINCIPLES OF TREATMENT 


To gain freedom from abnormal dependence on 
alcohol, an alcoholic must abstain from the use of 
alcohol, absolutely and permanently. He is never 
cured because, once an addict, he can never safely 
drink again, can never become a controlled or social 
drinker. He can only remain abstinent if a favorable 
readjustment is effected in his defective personality 
pattern. Since he has increasingly depended on alco- 
hol for many years, he must expect to take several 
years to completely free himself of dependency. 
Physicians caring for alcoholics must recognize this 
principle and aid the patient in shifting his de- 
pendency through better interpersonal relationships, 
new interests and satisfying achievements as a sub- 
stitute for alcoholic indulgence. 

The first step in treatment is a medical diagnosis 
—an evaluation of the known diseases that compli- 
cate chronic alcoholism. The incidence of these com- 
plications is very high. At least a third of the 
patients dealt with by the author have some organic 
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- disease such as cardiovascular, renal or hepatic dis- 


ease or organic brain syndromes. These changes can 
be demonstrated in the patient by successive electro- 
encephalographic recordings. Even though patients 
with such complications are informed of their seri- 
ous prognosis, they are especially difficult to treat: 
many continue drinking and soon die of intercurrent 
disease or by suicide. Usually prolonged restraint is 
required to protect them from alcoholic temptation. 


The next step is a psychiatric evaluation of the 
drinking pattern and assessment of the phase of 
addiction. If the patient drinks only for pleasurable 
reaction, and drinks enough for anesthetic effect 
each time, he has become a chronic compulsive 
drinker—an addict. But if he uses the drinking as 
a defense mechanism to cover some emotional prob 
lem, he may be a symptomatic alcoholic—not ye' 
completely addicted. The primary problem in these 
cases is to determine whether the psychiatric dis- 
order is neurosis or psychosis. Anxiety states and 
manic depressive reactions often have an alcoholic 
overlay. 

The next step is a social diagnosis—an evaluation 
of the interaction between the patient, his employ- 
ment, his financial situation, his family life and 
other social factors. Often the prognosis depends 
upon his security in these relationships and these 
factors have to be considered in rehabilitation. 

Patients may be first observed in any of three 
conditions: A state of acute intoxication, with a 
“hangover” syndrome, or in a state of temporary 
sobriety. 

Acute intoxication requires hospital treatment, 
including psychiatric nursing, intravenous adminis- 
tration of glucose, saline solution and vitamins. This 
regimen usually brings about a speedy, normal 
metabolic reaction. An acutely disturbed patient 
may need such measures as administration of sub- 
convulsive amounts of metrazol, Phenergan (pro- 
methazine hydrochloride) and Antabuse (disulfiram) 
or a sedative such as paraldehyde. 

In the hangover stage a similar treatment is 
carried out with the addition of small doses of in- 
sulin and a forced high caloric diet. Prevention of 
convulsions or delirium or both is an important 
consideration. In the absence of real preventive 
treatment, nutritional measures and vitamins aid in 
speeding recovery. Administration of chlorproma- 
zine and reserpine aids in controlling symptoms but 
apparently does not prevent delirium. Additional 
medical therapy may be required for other compli- 
cations such as liver disease or polyneuritis. 

If the patient is temporarily sober, one may pro- 
ceed with psychiatric diagnosis and treatment of the 
addiction. If a diagnosis of true addiction in a 
chronic compulsive drinker is made, the Antabuse 
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‘ disulfiram) treatment is recommended if physical 
ondition will permit. While the physical studies 
ire being carried out, attempt can be made to 
yrient the patient to the nature of his illness. He 
an be given selected reading material to convince 
iim of the seriousness of his illness and of his need 
‘or psychiatric and medical treatment. He also can 
e encouraged to accept social aids such as Alco- 
holics Anonymous to help him attain full abstinence; 
and if he accepts, the author asks Alcoholics Anony- 
mous members to call upon the patient, to take him 
to meetings and begin the long group association 
that provides a basis for shift in dependence from 
ilcoholic indulgence. 

Antabuse treatment. After the preliminary medi- 
cal and psychiatric evaluation, the author carries 
out additional laboratory investigative procedures 
such as electrocardiography, electroencephal- 
ography, sulfobromophthalein liver tests (at times 
others if abnormality is shown) and phenolsulfon- 
phthalein kidney function tests, in addition to 
routine urine and blood studies. Patients with poor 
functional results in any of these organs are re- 
jected for treatment with Antabuse, or accepted 
cautiously as a calculated risk, with the dangers ex- 
plained to the family. If the tests are within normal 
limits and the patient is willing, Antabuse is given, 
1.5 gm. the first day, 1 gm. the second day, and 
0.5 gm. the third day. Then the test reaction is 
carried out on the fourth day. The test reaction 
demonstrates to the patient what will happen if he 
attempts to drink. The test dosage, usually equiva- 
lent to 15 cc. of alcohol, is given in whiskey, wine 
or beer. 

After recovery the patient is discharged with a 
supply of the drug and directions to take the esti- 
mated dosage for maintenance—usually 0.25 to 0.5 
gm. daily. He is supplied with a card to carry that 
explains the use of Antabuse and gives the symp- 
toms of Antabuse reaction, with advice to call the 
hospital if he becomes ill. Follow-up visits for 
psychotherapy and for checking the drug dosage are 
arranged, according to the individual case. 

The author has observed a few patients who could 
not tolerate Antabuse. A few had psychotic reactions 
from too large doses or from preexisting organic 
brain disease. A few others who inadvertently got 
alcohol in food—in wine vinegar, for instance— 
had reactions. Sometimes benzedrine is given at the 
same time to combat lethargy, or large doses of 
multiple vitamin preparations may be prescribed. 
Recently a study of 131 alcoholics, 90 of whom 
received Antabuse, was reported.? (Forty-one with 
serious psychiatric or physical complications were 
not given the drug.) Fifty per cent remained ab- 
stinent, 15 per cent were partially successful, about 
25 per cent returned to previous drinking patterns 
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or quit taking Antabuse. Ten per cent did not re- 
port and it is not known how they fared. 

In a six-year period to the end of February 1955, 
250 patients were treated with Antabuse. A follow- 
up study is now being carried out to determine 
their present status. 


Social education. The author relies greatly on the 
social aids of Alcoholics Anonymous’ cooperation, 
and in addition an attempt is made to educate rela- 
tives and friends to understand the alcoholic’s prob- 
lem and keep us informed of his progress. It is felt 
that group psychotherapy offers much in the way of 
handling larger numbers of patients through well 
regulated programs. 


The role of psychotherapy. All alcoholic patients 
need some form of scientific psychotherapy, but 
the orthodox psychoanalytic approach is of ques- 
tionable value. Those patients tend to relapse when- 
ever painful unconscious material comes out. There 
are not enough psychiatrists to do the tremendous 
job, so that more superficial methods suffice, often 
through use of social workers in clinics in group 
psychotherapy or individual psychotherapy, to al- 
leviate the more pressing problems. However, it is 
well to emphasize again that the problem requires 
all resources available in the community: Medical, 
psychiatric, religious and Alcoholics Anonymous, 
if greater results are to be obtained; and that all 
chronic alcoholics need support over weeks, months 
and years. 


Finally, consideration should be given to the 
proper relationship of psychiatric therapy to Alco- 
holics Anonymous. All patients with emotional dis- 
orders are seeking peace of mind and this is true 
of most alcoholics. They also have tremendous re- 
sentment and defiance against something or some- 
body which any preventive therapeutic program has 
to take into consideration. The author’s experience 
is that little can be done for an individual who does 
not break down and admit his own weaknesses and 
seek help. An alcoholic usually has to hit bottom 
before anyone can reach him. As long as the in- 
dividual maintains the idea of his own ego strength, 
he is not ready for any type of conversion cure. He 
must first surrender and accept help, with strong 
feelings and conviction and admission that he is 
powerless over alcohol. This concept differs from 
the average layman’s viewpoint of a willful refusal 
on the part of the addict; and yet we know that 
this refusal is due to unconscious attitudes. Unless 
he gives in to this principle he cannot give up his 
drinking through sheer will power. It takes whole- 
hearted acceptance of his disability instead of half- 
heartedness and compliance. 

The author believes the chronic compulsive 
drinker’s search for pleasure is the basic root of 
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his trouble. It accounts for his difficulty in honestly 
wanting to give up drinking. The addict is often 
relatively infantile in his emotional reactions. His 
addiction satisfies some inner instinctual drive and 
he tries to cling to this pleasure achieved by re- 
peated drinking, but he either drinks too much and 
falls in a stupor or too little and finds himself in 
painful awareness of reality. He makes endless at- 
tempts to reach a state of continuous pleasure that 
always slips away from him. He keeps up his com- 
pulsive type of drinking until he gets into serious 
social, psychologic or physical complications and 
has to seek medical and psychiatric attention. Only 
when he comes to realize that the painful phases 
of his indulgence far outweigh the length of the 
pleasurable ones does he honestly desire to quit 
drinking, with a more normal reaction to his emo- 
tional responses. If he really wants to substitute 
something else more satisfying to him than his re- 
peated alcoholic pleasures he is a favorable candi- 


date for either medical, psychiatric or Alcoholics 
Anonymous therapy. 

Prolonged supervision along these lines will en- 
able the cooperative patient to gain insight and 
gradually enable him to utilize his new aids to a 
more satisfactory way of living without alcohol. 
Physicians must change their attitudes toward the 
disease to one of understanding and a desire to help, 
if the treatment is to be effective. 

2000 Dwight Way, Berkeley 4. 
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industrial Injury 


A Dynamic Concept for Rehabilitation 


LEONARD J. YAMSHON, M.D., Los Angeles 


DURING THE PAST DECADE rehabilitation after in- 
capacitating injury or disease has had a tremendous 
impetus. Medical rehabilitation is not new; it was 
being done prior to World War II. However, with 
all due respect to various preexisting facilities for 
rehabilitation, it must be acknowledged that efforts 
for the most part were limited to some single aspect 
of rehabilitation or confined to a given type of dis- 
ability. Efforts were further restricted by lack of 
general support and acceptance. The concept of the 
total rehabilitation program can be said to have be- 
come a reality as a result of the program initiated in 
the armed services and the Veterans Administration. 
The program initiators, who stood with their feet 
in the present and their minds tuned to the future, 
carried the principles back to civilian life, expanded 
them and made them acceptable. 


In a strict definition, rehabilitation is a team 
approach which utilizes many services, not only 
medical but social and vocational as well. It is as- 
sumed that the person dealt with has a disability of 
such magnitude that a change of occupation is im- 
perative and that either special training or special 
equipment is required to make him employable. 
Consequently rehabilitation centers have been con- 
cerned primarily with severe disabilities such as 
paraplegia, quadriplegia, hemiplegia, loss of limbs, 
severe poliomyelitis and cerebral palsy. These cen- 
ters with their total approach are extremely im- 
portant. They are a must for the severely disabled. 
Unfortunately there is and has been little offered in 
cases where it is anticipated the injured person could 
perform either his previous occupation or some mild 
modification of his normal employment. 

Therefore it must be reemphasized that for every 
severe injury requiring total rehabilitation there are 
many injuries requiring only medical rehabilitation. 
While medical rehabilitation includes the utilization 
of all branches of medicine, it should be understood 
the references in this paper to treatment will be 
confined to restoration by utilization of conservative 
physical means. 

Actually, this communication is a presentation of 
the theoretical consideration: Should a practical 
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e@ Present methods of work capability evaluation 
are frequently subjective, disputable, and nonob- 
jective. There is inadequate reconditioning es- 
pecially in cases of older workmen where a return 
to previous employment under competitive con- 
ditions is expected. A “capability evaluation 
center” is suggested as a possible solution. It 
should be so organized as to preserve the patient’s 
incentive to return to full production if possible, 
let him know his potential if less than it was 
before injury, and help him overcome any tend- 
ency that he might have to seek refuge in 
invalidism. 


realistic rehabilitation treatment program be estab- 
lished which will return the injured person to his 
former occupation, or, failing in this objective, 
prove he is incapable of performing his former 
occupation? 

Under the existing compensation law it is the 
obligation of the insurance carrier to provide treat- 
ment which will cure or relieve a disability incurred 
as the result of employment. Theoretically maximum 
benefit from treatment has not been attained until 
the patient has been restored to some form of gain- 
ful employment and the effect of the injury on the 
injured person is minimized. Unfortunately both the 
questions of employability and of maximum benefit 
from treatment frequently become matters of dis- 
pute. 

In many instances it becomes the responsibility 
of a physician to determine whether or not the in- 
jured is employable. It is common for the physician 
to state that the patient can return to work while the 
patient insists he is incapable of fulfilling the job 
requirements. It must be recognized that there are 
numerous extraneous factors which influence these 
opinions. In many instances these factors are in- 
tangible and stem from psychological influences. 
Some of the psychic influences on the patient are: 
Feelings of insecurity, fear of discharge for non- 
performance; fear of a second similar kind of in- 
jury; depression from prolonged inertia and de- 
featism. 

Only too frequently the physician’s statement of 
work ability is as subjective as are the patient’s 
complaints. The physician in formulating his opinion 
may be basing his conclusions upon average experi- 
ence of similar cases. He may feel the complaints 
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are exaggerated, he may actually be biased, or “pres- 
surized,” in favor of the insurance carrier, or he 
may be overly sympathetic toward the patient. This 
is particularly true in borderline cases where it is 
difficult to evaluate the true extent of disability. 

It must be recognized in evaluation that an indi- 
vidual with a given disability may be able to per- 
form under certain working conditions and fail 
completely in a different working situation. Conse- 
quently it is a common experience for him, upon 
being returned to work, to find himself actually 
incapable of performing an average day’s work. 

In disputed cases the patient may be discharged 
with recommendation of assignment to light work, 
and all medical and compensation benefits suddenly 
terminated. In some cases this only serves to lose 
control of the case as the patient neither receives 
medical attention nor returns to work. At this point 
the injured person usually appeals his case to the 
Industrial Accident Commission and many valuable 
weeks may be lost while a ruling is awaited. In addi- 
tion, because of dissatisfaction and stimulation of 
insecurities, the subjective complaints are increased. 


In these questionable circumstances, unless the 
physician is aware of the total requirements of the 
work situation and is fully cognizant of the capabili- 
ties of the injured person as applied to that par- 
ticular work situation, it becomes impossible for him 
to properly evaluate employability. Therefore, in 
determining when an individual should return to 
work the physician must estimate and evaluate the 
following: (1) The individual’s subjective com- 
plaints, (2) the degree of disability, (3) the nature 
of the injury, (4) the requirements of the job, and 
(5) the individual’s true working capacity. 

From the point of view of the injured person, 
light work consists of any job that he can perform 
within the limitations of his abilities, but not being 
as physically demanding as his normal occupation. 
Therefore, by nature of this definition light work 
will vary depending upon the type of injury. For 
example in the case of a leg injury, light work would 
consist of any type of activity of the upper extremi- 
ties, with various degrees of restriction of weight 
bearing. Another example would be, in the case of 
an upper extremity injury, work activity requiring 
the use of the opposite uninjured upper extremity 
or possibly limited activity of the injured extremity. 
In the case of back injury if may mean work modify- 
ing or restricting the amount of stooping and lifting 
involved. It is obvious that each situation would 
have to be considered on the basis of its own merit. 
If the employer is a large concern which can pro- 
vide work with a variation in physical demands, the 
injured person frequently can be fitted into the or- 
ganization more readily. A small employer may find 
it more difficult to find suitable activities. The em- 
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ployer may not be in a financial position, due to 
competitive factors or because of lack of capitaliza- 
tion, to carry the responsibility of reemployment 
until the individual is capable of performing a full 
day’s work. 


Then there is that other great category of em- 
ployers who hire by the job. In a situation of this 
type the employer feels no obligation to rehire the 
same employees when the job is completed. This is 
particularly true for construction workers and mem- 
bers of the building trades who are hired by the job. 
Certainly these employers will not deliberately hire 
a man for light work. Furthermore, if they find a 
man is incapable of performing what they consider 
to be a normal day’s work, the man is discharged. 


Let us attempt to find out why the conscientious 
individual fails on attempting to return to work. 
In the author’s experience, the main reasons are: 


1. There is no such thing as modified or light 
work unless the employer desires it. Where there is 
an understanding employer, the individual may be 
given an opportunity to gradually adjust to the 
working situation. This transition to full work has 
proven to be even more effective if treatment has 
been continued during the adjustment phase. 


2. Improper general reconditioning, especially in 
cases where there has been prolonged disability. It 
is a fact that when an injured man has been off work 
longer than a few weeks he becomes deconditioned. 
He must be reconditioned to become capable of per- 
forming a full day’s work. It is a common experience 
that, in spite of improvement with treatment, upon 
attempting to work he suffers from increased sore- 
ness, generalized fatigue and weakness lasting weeks 
or even months. 

3. Inadequate reduction of disability. A certain 
percentage of individuals fail on attempting even 
modified work, and they must be returned tem- 
porarily to a status of total disability for a variable 
period of time, before work is attempted again. 

4. Failure of the recognition of the need for 
modification of the type of employment by the in- 
jured himself in instances where there is a degree 
of permanent disability which prevents him from 
performing his previous occupation. 

5. Failure to carry over medical treatment dur 
ing the initial weeks of reemployment, resulting ir 
aggravation of symptoms. 

Present treatment facilities, no matter how exten 
sive, often fail to recondition properly. In thi: 
country they do not simulate true working condi 
tions. Most treatment not only fails to stress functio: 
but actually ignores the general reconditioning an: 
work disciplines which are imperative. 

The muscles used in work may be different fron 
the muscles injured. The statement that work is th: 
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best treatment is frequently erroneous in that the 
work load may be excessive and nonspecific and the 
muscles may decompensate under the load. On the 
other hand therapeutic exercise for the involved 
parts does not recondition the body as a whole. 
Therapeutic exercises can build strength yet not 
build endurance. What is required is strength and 
endurance, and this can only be accomplished by a 
graded program which is specifically designed to 
this end. This is especially true for older workmen. 
The prolonged deconditioning is, in some cases, 
more detrimental than the physical disability re- 
sulting from the injury. 

In considering this problem a solution could be a 
center of treatment coupled with a center for evalua- 
tion of capability. Distinction must be made between 
this proposed capability evaluation center and a 
sheltered workshop. The sheltered workshop takes 
a person with a fixed disability, such as blindness, 
epilepsy or cerebral palsy, and fits him into a pro- 
tective work situation. The job is predétermined on 
the basis of the disability. The individual receives 
a given amount of pay, usually either by piece-work 
or by the hour. These shops are permanent situa- 
tions and unless the individual voluntarily leaves 
there is no graduation. This failure to encourage 
separation from the protected situation is a weak- 
ness that should make the use of this unmodified 
approach unacceptable for dealing with most in- 
dustrially injured persons. 

On the other hand the capability evaluation center 
could apply the principle of the sheltered workshop 
plus the purpose of a medical rehabilitation center 
and have as its basic purpose reduction of disability, 
the building of endurance, general reconditioning, 
and capability evaluation. To be effective it is im- 
perative that any program, as suggested, encourage 
function of the injured parts within the limitations 
of those parts. There must be job disciplines which 
approach those of a true working situation. There 
must be cooperation and consideration both by and 
for the injured. There must be a willingness and 
desire for success by the injured and by the admin- 
istrators. There must be a method of measurement 
and incentive. 


It is undoubtedly true that there are many per- 
sons who are capable of two, four or six hours’ work, 
but not of eight hours’ continuous work at pro- 
ductive labor. By controlling the work situation, in 
time and in nature, the individual’s work capacity 
and endurance could be more effectively determined. 

From the psychological viewpoint it is important 
that work should be of a productive nature, for it 
would demonstrate to the individual that he is capa- 
ble of gainful employment. Productive work would 
also serve to reindoctrinate him into a working 
situation. 


VOL. 85, NO. 4 +» OCTOBER 1956 


Although it is of course impractical to duplicate 
all types of occupations, if sufficient gradations of 
work level could be provided and work disciplines 
maintained, then the program principle would have 
the prospect of success. 


Making this program operative would require the 
cooperation of the incapacitated person and of the 
insurance industry. 


Some of the stumbling blocks so far as the indi- 
vidual is concerned might be lack of incentive, fear 
of loss of compensation and fear of loss of rating. 


The lack of incentive can be overcome by allow- 
ing some additional remuneration for work accom- 
plished. This should be over and above compensation 
payment. Since work ability would vary, being very 
low initially and increasing toward normal, it is 
suggested that it be done on a piece-work basis or 
on a gradually increasing hourly pay basis, the pay 
scale being in proportion to normal work accom- 
plished. It would naturally follow that a patient’s 
increase in physical capacity and work tolerance 
would parallel his increase in productivity and con- 
sequently his earning capacity. It would be of para- 
mount importance that in no circumstance could the 
individual receive the full amount he normally re- 
ceived in employment. Otherwise there would be no 
inducement to graduate. The supervisory and admin- 
istrative cost, when added to the patient’s additional 
remuneration, would produce a product at a cost 
approximating that of normal labor. 

There should be an explanation to the injured 
person of the basis of rating at the Industrial Acci- 
dent Commission. He should be made to understand 
that it is not to his advantage to be nonproductive. 
He should know that he can never recapture his 
lost wages. He should know that his rating will 
depend on the degree of permanent disability when 
his condition is considered fixed and static and not 
likely to improve. He should be educated to the fact 
that, if he allows the permanent disability to reach 
a point where it interferes with his future earning 
capacity, his loss of earning power will exceed what- 
ever he may possibly gain by his final award. 

As a step toward evaluating such a program, a 
building was constructed utilizing, wherever possi- 
ble, men over 45 years of age and men with physical 
disabilities. These men were hired out of the union 
halls and were paid full union scale wages. They 
were given the privilege of controlling voluntarily 
the number of hours they worked each day. 

Several conclusions were soon obvious: 


1. The average older workman cannot produce 
competitively against younger men on a full-day 
basis. 

2. The average older man cannot work a full 
work-day without fatigue, which becomes more ap- 
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parent as the work week proceeds—particularly if 
there is considerable physical effort involved. 


3. The average older workman frequently refuses 
to recognize his physical limitations. 

4. Because there is no prospect of continuous 
employment as the job nears the end, there is a tend- 
ency to prolong the work by slowing down on the 
job. 

From this experience, it was found that the aver- 
age older man cannot be hired in a competitive 
arduous work situation. Older men and men with 
physical disabilities who follow construction trades 
can be hired under selected working conditions; they 
can be hired competitively on an hourly basis pro- 
vided either the number of hours worked each day 
or the amount of exertion expended is so controlled 
as not to exhaust their physical reserves. 

If the experience obtained in the foregoing project 
is a criterion of the ability of men who are actively 
competing in the open labor market, then it is rea- 
sonable to believe it is even more difficult for an 
older man who has been immobilized for a prolonged 
period due to injury and has undergone, in addi- 
tion, deconditioning from lack of generalized ac- 
tivity. 

This program of reconditioning then becomes 
extremely important for the older injured workman 
and the younger more severely injured workman for 
the following reasons: First, he has more difficulty 


in recovering from a disability. Second, he is less 
employable in a competitive labor market. Third, he 
(an older person particularly) is more likely to 
develop a feeling of insecurity and will subcon- 
sciously use his disability as a brace for his own 
inadequacies. 

The proposed program could be used to attempt 
to return the individual to some form of gainful em- 
ployment, to increase his earning capacity and capa- 
bilities, and give him insight into his abilities. This 
proposed program is one of capability evaluation. 
Patients should be selected and should agree to 
voluntarily participate. The participants should re- 
ceive some additional remuneration over and above 
compensation. The total remuneration should not be 
as great as would ordinarily be earned, lest it reduce 
incentive to return to normal employment channels. 

This program would in effect reduce disability 
factors in some cases and would serve at the same 
time to give a clearer picture as to true permanent 
disability factors in other cases. It would be a visual 
demonstration to the individual of his own capabili- 
ties in terms which he himself can comprehend. It 
would give a positive medical objective viewpoint 
as to whether the individual actually is capable of 
working and of his working capacity. If properly 
administered this program would give an unbiased 
approach which would serve as protection to all 
parties participating. 

224 North Serrano Avenue, Los Angeles 4. 
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Surgical Treatment of Bunions 


Distal Metatarsal Osteotomy 


W. R. GRANNIS, M.D., A. W. MEIER, M.D., and J. B. TANNER, M.D, Palo Alto 


HAVING TRIED many of the surgical procedures 
customarily employed for the correction of hallux 
valgus and bunion, the authors are of the opinion 
that the distal metatarsal osteotomy procedure of 
Mitchell and co-workers deserves wider recognition. 
Although the present communication deals with 
operative treatment, there is no implication of lack 
of confidence in conservative measures for milder 
cases. 


Until the advent of the procedure described by 
Hawkins, Mitchell, and Hedrick in 1945, operation 
for bunions was commonly disappointing to patient 
and surgeon alike. The more conservative and pri- 
marily soft-tissue procedures, such as the McBride 
operation,®” while satisfactory for patients with 
mild hallux valgus and bunions, often were inade- 
quate in more severe cases, as metatarsus primus 
varus remained uncorrected. Hohmann and others 
pointed out that the medial angulation of the first 
metatarsal bone with reference to the axis of the 
other metatarsal bones, permitting the tendons of 
the great toe to bowstring across the angle to the 
great toe, is the primary deformity in hallux valgus 
with bunion. 

Arthroplastic operations on the metatarso-phalan- 
geal joint of the great toe for the correction of 
hallux valgus and bunion, such as the Mayo and the 
Keller procedures, while suitable when indicated (as 
in the case of hallucis rigidus or advanced degenera- 
tive arthrosis of the first metatarso-phalangeal 
joint) are not cosmetic procedures and in addition 
they result in weaknéss and limited range in the 
active motion of the joint. In younger patients in 
whom, despite severe deformity, severe degenerative 
joint change has not yet developed, a destructive 
procedure is to be avoided. 

Lapidus reported a procedure in 1934° for the 
correction of metatarsus primus varus, the principle 
of which, it is generally agreed, is sound. The 
operation is relatively formidable, however, as re- 
modeling and arthrodesis of the first metatarso- 
cuneiform joint is required, and frequently in addi- 
tion it is necessary to do an exostectomy and plastic 
procedure at the site of the bunion. 

Presented before the Section on Orthopedics at the 85th Annual 


Session of the California Medical Association, Los Angeles, April 29 to 
May 2, 1956. 
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@ The operation of Hawkins, Mitchell and Hed- 
rick for the correction of metatarsus primus 
varus, bunion, and hallux valgus provides an 
eminently satisfactory solution both functionally 
and cosmetically. The procedure is applicable to 
any degree of deformity. Gratifying results were 
obtained in 43 operations on 25 patients. 


Joplin* advocated the use of a sling across the 
plantar aspect of the metatarsal necks, using the 
extensor communis tendon of the fifth toe to narrow 
a splayed foot and incidentally to correct metatarsus 
primus varus. This extensive soft tissue operation 
has been noted to produce variable results. 

The authors, operating separately at the Palo Alto 
Medical Clinic and using the procedure of Hawkins, 
Mitchell and Hedrick in a combined series of 
operations on 43 feet (25 patients) in a period of 
three years, obtained gratifying results. Most of 
the patients operated upon in the closing year of the 
period had been referred by others who had had 
the operation earlier. 

The technique closely followed that of the origina- 
tors of the operation, who said that they evolved it 
from the earlier procedures of Hohmann and of 
Peabody. The operation begins as that described by 
Silver:® After a curved dorsomedial skin incision, 
a medial “V” capsulorrhaphy is made. This extends 
from the superior and inferior aspects of the meta- 
tarso-phalangeal joint, pointing proximally beyond 
the border of the exostosis. This triangular flap is 
elevated from the point and off the exostosis to the 
joint. The exostosis is then removed with a sharp 
osteotome, with care taken not to damage the arti- 
cular cartilage of the metatarsal head. Two vertical 
drill-holes are then made through the metatarsal 
neck, which has been subperiosteally exposed with- 
out denuding the soft-tissue attachments from the 
metatarsal head. These drill-holes are placed near 
the medial aspect of the bone, one of them one-half 
inch and the other an inch from the joint. A loop 
of heavy chromic suture is passed through the 
holes, and midway between them a double transverse 
osteotomy is done with the saw cuts no more than 
one-eighth of an inch apart. An oscillating power 
saw is used for osteotomy. The more distal cut ex- 
tends from one-half to three-quarters across the 
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bone, greater correction being obtained by a shal- 
lower cut. The more proximal cut extends across the 
bone. The bone wedge between the cuts is removed 
and the metatarsal head is then displaced laterally 
and the osteotomy is secured by tying the chromic 
ligature. The lateral spur created by the double 
transverse osteotomy prevents displacement medi- 
ally. It is then simple to hold the great toe in a posi- 
tion of slight overcorrection, which is maintained 
by suturing the “V” capsulorrhaphy flap in a slightly 
proximal position. The authors have neither length- 
ened the extensor tendon of the great toe nor done 
a sesamoid operation, but perhaps this would be 
warranted in an occasional case. Concomitant de- 
formities of the distal foot or small toes can be 
corrected at the same operation. 


Padded tongue-blade splints were used to support 
the operative site until healing of the osteotomy is 
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Figure 1.—In the above diagram, bone excised is indicated by cross-hatching. The dotted line indicates the adductor 
hallucis muscle. The extensor tendon of the fifth toe is represented in the Joplin operation. 


Mc BRIDE. 


MITCHELL ET AL 


Figure 2.—The principle of the double transverse osteot- 
omy is illustrated, and the angle of. metatarsus primus 
varus and hallux valgus, uncorrected and corrected, is 
indicated. 


CALIFORNIA MEDICINE 





Figure 3.—Preoperative and early postoperative radiographs of a representative case in this series demonstrate the 
operative correction and the position maintained by tongue-blade splints. 


secure—usually for a period of six weeks. The pa- 
tients were ambulatory—with their splints in place 
—by the third or fourth postoperative day. Mitchell 
now uses walking casts postoperatively, but the 
authors found tongue-blades to be adequate and 
comfortable for the entire period of postoperative 
splinting. The dressings had to be changed, however, 
about every ten days. An incidental observation was 
that clawing and lateral deviation of the small toes 
diminished progressively following correction of 
hallux valgus. 

The criteria of the originators of the operation 
and of Hammond? were followed in the selection of 
patients for this procedure: If the angle between the 
first and second rays of the foot is nine degrees or 
more, as seen in weight-bearing anterior-posterior 
radiographs of the foot, progressive deformity and 
degenerative change at the first metatarso-phalangeal 
joint is considered inevitable and the operation is 
indicated. As the procedure spares the joint, it is of 
course necessary that the articular surfaces of the 
joint be at least fairly well preserved. If they are 
not, as observed at operation in a doubtful case, a 
Keller procedure can be performed after removal 
of the exostosis and exposure of the joint. 

Hammond? suggested that the operation may be 
used prophylactically in the case of a young person 
with severe deformity, even before the advent of 
significant symptoms, as such symptoms can be 
anticipated with certainty if deformity is severe. 
The authors agree with this view, for the procedure 
has been found to be entirely dependable function- 
ally and desirable cosmetically. Also it relieves the 
patient of great difficulty in finding shoes tolerable 
to wear. 
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Only minor complications occurred in the present 
series. Despite the fact that in some of the cases the 
first metatarsal was congenitally short and the oper- 
ation caused a little further shortening, the com- 
plication of increased pain referable to the more 
lateral metatarsal heads was not encountered. 
Mitchell recently informed the authors that in the 
experience of his group this complication is pre- 
vented by avoiding any dorsal angulation of the 
distal fragment at the osteotomy site. 

300 Homer Avenue, Palo Alto. 
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Symmetric Lividity of the Soles as Seen in 


Private Practice 


LAWRENCE M. NELSON, M.D., Santa Barbara 


THE TERM symmetric lividities of the soles of the 
feet was coined by Pernet*® to describe a symmetri- 
cal eruption occurring as bluish-red patches. The 
patches were slightly raised and had “an edematous, 
blebby look but contained no fluid.” Hyperhidrosis 
was present. The central area was paler than the rest 
of the involved sole. No mention was made of the 
peculiar acrid odor so characteristic of the condi- 
tion. Even though symmetric lividity of the soles is 
not always.symmetrical, is not always limited to the 
soles, and is more often erythematous than it is 
livid, the term is generally descriptive and it serves 
to differentiate the condition from other types of 
erythema and hyperhidrosis. Symmetric lividity of 
the soles was a cause of considerable morbidity in 
the military services during World War II. It is not 
as rare in civilian practice as the small number of 
reported cases would indicate. From a study of the 
records of 37 patients observed in private practice 
the following observations are made of the condition 
as it occurs in the civilian population. 


All patients in the series had plaques of soggy 
hyperkeratosis surrounded by well-demarcated ery- 
-thema or lividity. Hyperhidrosis was pronounced. 
Bromhidrosis was present except in an occasional 
case of only one or two days’ duration. Tenderness 
of the involved areas, particularly upon arising in 
the morning, was common. Although the pressure 
areas of the soles and the adjacent sides of the feet 
were the usual sites, occasionally the dorsa of the 
toes were affected and in one patient the palms and 
flexor surfaces of the fingers as well as the soles were 
involved. In three patients the condition was uni- 
lateral. Patients who had had the condition for any 
considerable period said that the severity varied 
from time to time, and some patients reported 
periods of complete remission. Of the 37 patients, 
only five were females. The age of onset varied from 
three months to 58 years. In most of the cases the 
symptoms developed before the patient was 30 years 
of age (Table 1). 

Eighteen patients had had the condition less than 
a year at the time they sought medical attention, 
while in six the condition had been present for over 

Presented before a Joint Meeting of the Sections on Dermatology 
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e As seen in private practice, symmetric lividity 
of the soles is a relatively common condition 
which occurs predominantly in males in the first 
three decades of life. 


Untreated, the syndrome may persist for many 


years or it may be self-limiting, lasting only a 
few days. 

Occupation does not seem to be a factor pre- 
disposing to symmetric lividity of the soles. 

There is a high incidence of family occurrence 
of this condition. 

Any form of treatment which controls the hy- 
perhidrosis controls the other symptoms of sym- 
metric lividity of the soles. 


ten years (the extremes: one day and 25 years) 
(Table 2). 

Ten patients gave a family history of symmetric 
lividity of the soles, while two additional patients 
had a family history of hyperhidrosis only. 

Among the patients in the series occupation 
seemed to be unrelated to the condition. Since the 
majority of the patients were of student age when 
first seen, “student” was the most common “occupa- 
tion.” Other occupations noted were those of me- 
chanic, laborer, physician, accountant, trucker, 
teléphone operator, clerk, nun, gardener and circula- 
tion manager. 

No systemic disease or condition which could 
contribute to or cause the syndrome was noted. In 
spite of the chronicity of the condition in many 


TABLE 1.—Age at Onset in 37 Cases of Symmetric Lividity of 
the Soles. 


Patients 


TABLE 2.—Duration of Symptoms in 37 Cases of Symmetric 
Lividity of the Soles. 


Patients 
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patients, local dermatologic complications were un- 
common. One patient developed a severe infectious 
eczematoid dermatitis superimposed on a contact 
dermatitis which was probably due to his shoes. 
Superficial mycotic lesions were observed occasion- 
ally. Plantar corns, plantar warts, and/or some flat- 
tening of the arches of the feet were noted in associa- 
tion with symmetric lividity of the soles in some 
patients. 


It is only natural to compare symmetric lividity of 
the soles as observed in civilian practice with that 
seen in military practice. In none of the civilian 
patients did denudation of the involved areas de- 
velop as occasionally it did in military personnel. 
In the armed services the occurrence of symmetric 
lividity of the soles is perforce among males of the 
younger age group. The occurrence in civilian life 
is predominantly among patients of the same age 
group. While no data are available as to the inci- 
dence of the syndrome in the military. services, it is 
the author’s impression that it was much more com- 
mon in the military environment. 


Various theories have been advanced as to the 
cause of symmetric lividity of the soles. None of the 
theories adequately explains all the cases, particu- 
larly the palmar involvement. Pressure and friction,® 
poor ventilation,® excessive standing or walking,’ 
septic foci, environment, “seborrheic” diathesis and 
psychoneurosis,!* heavy shoes and socks,!° impervi- 
ous soles,*? local cold injury,‘’ thin soles,’ ill-fitting 
shoes, and nylon socks or stockings? have been 
implicated as causing or aggravating the condition. 
The widespread use of nonabsorbent, impermeable 
synthetic materials in socks and stockings, as well as 
in shoes, could certainly contribute to precipitation 
of the condition among the group under study. The 
importance of these factors is hard to evaluate. Ap- 
parently there has been an increase in the incidence 
of the condition in civilian practice. The widespread 
use of these materials tends to incriminate them. 
Carney” noted remission of the syndrome when the 
wearing of nylon stockings was discontinued. The 
author observed the same thing but also noted cases 
which did not respond to such treatment. In World 
War II, when symmetric lividity of the soles was 
seen often, the socks worn by American troops were 
of cotton-wool mixture. The service shoe was of 
heavy leather with composition sole. The ventilation 
factor may account for the relative rarity of sym- 
metric lividity of the soles in women since the type of 
shoe usually worn by women does not allow the col- 
lection of perspiration and subsequent maceration. 

In light of the fact that 10 of the 37 patients 
in the present series had a family history of the 
condition, it may be that hereditary predisposition 
is of etiologic importance. 
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The natural course of symmetric lividity is not 
predictable. No doubt some cases involute spon- 
taneously. On the other hand, some patients have 
recurrences of the condition and some have sym- 
metric lividity of the soles in varying intensity for 
many years. Any form of treatment which controls 
hyperhidrosis controls the other symptoms. Most 
patients need retreatment at intervals. The author 
has used 40 per cent formalin solution®’® painted 
carefully onto the involved areas every three to four 
days until hyperhidrosis is controlled. An astringent 
powder was used concurrently. The patient was 
instructed to change shoes and socks at least twice 
a day. Cotton socks and leather soled shoes or, pre- 
ferably, sandals should be worn."! Other forms of 
treatment recommended have been application of 
weak formalin solution,*®? tannic acid ointment,* 
aluminum chloride solution,”’* x-ray,'* calamine 
lotion,!® rest,?:!* potassium permanganate soaks'®!% 
or paintings,’ salicylic acid powder,’ salicylic acid- 
sulfur salve,!* alum powders,®*'° paraformaldehyde 
powder,‘ parasympathetic blocking agents,’ alcohol 
injections of sympathetic ganglia,® and the avoid- 
ance of nylon socks.” 

30 West Arrellaga Street, Santa Barbara. 
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Colloid Carcinoma Arising in Chronic Anal Fistula 


THE DEVELOPMENT of colloid or mucinous car- 
cinoma in anal fistula of long standing is rare. 
Sixty-five cases have been reported in the literature. 
The presentation of another case arising in an anal 
fistula that had been present for 47 years will serve 
to draw attention again to this grave complication. 

Rosser® directed interest to the relation of anal 
fistula to cancer of the anal canal in 1934. Skir,’ 
in 1948, collected reports of 50 cases in the litera- 
ture in which malignant change developed in anal 
fistula. He was not able to state that in all cases 
there had been malignant degeneration of benign 
fistula, but in at least 14 there was a history of 
chronic fistula of more than ten year’s duration, 
which would seem to exclude antecedent malignant 
disease. Skir reported, in addition, three cases he 
had observed in which carcinomatous changes of 
the colloid or mucinous type developed in fistulas 
of 10, 30 and 55 years’ duration. Two of the patients 
were negroes. Hill and Smith,? also in 1948, wrote 
of colloid carcinoma involving the perianal region, 
rectum and sigmoid colon. They reported three 
cases that occurred in anal fistulas. McIntyre,* in 
1952, reported four cases of carcinoma associated 
with fistula. Three were adenocarcinoma, a fourth 
was squamous cell carcinoma. Le Blanc and Thomp- 
son,® in 1952, reported two cases of mucinous car- 
cinoma developing in fistulas, one four years and 
the other two years after the original fistulectomy. 
In the same year Stockman and Young® collected 
reports of a total of 64 cases in the literature and 
added a report of one case. 


It is probable that the origin of the neoplastic 
glandular epithelium is within the rudimentary anal 
ducts or within the bowel mucosa itself. Epitheliali- 
zation by normal epithelium of fistulous tracts has 
been repeatedly observed, and Rundle and Hales*® 
in discussing the pathologic observations made at 
operation in one case stated that the neoplasm 
seemed to grow along the fistulous tract from near 
the primary opening. Direct infiltration of adjacent 
tissues by malignant cells with secretion of a 
mucinous material from the glandular acini occurs. 
Cystic cavities filled with colloid material may be 
formed by these slowly growing cancers. 


Trimpi and Bacon® said that the mucin may be 
intracellular or extracellular and that the production 
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e Mucinous carcinoma arising in chronic anal 
fistula is a rare but grave complication. Some 
sixty-five cases are reported in the literature. One 
additional case in a fistula of 47 years’ duration 
is herein reported. The neoplastic glandular 
epithelium may arise from the rudimentary anal 
ducts or the bowel mucosa. Direct invasion occurs 
along the fistulous tract or adjacent tissues. Nu- 
merous cystic cavities filled with mucus are 
formed in the center of the process while an in- 
flammatory reaction of the host tissue is provoked 
at the periphery. Hence biopsy material from 
the center of the process is more likely to be 
accurate than material from the periphery. 


Malignant degeneration in a chronic anal fis- 
tula should be progressively suspected under the 
following conditions: Excessive induration, re- 
current postoperative induration, the discharge 
of mucus from a tract and the findings of mucus- 
filled cystic cavities at surgical excision. 


of mucus may influence the development of the 
tumor in several ways. Expansion within the tissue 
spaces, causing stripping up of surrounding tissue 
fibers by mechanical pressure, may occur. This leads 
to invasion of venous and lymphatic channels, per- 
mitting early local metastasis. Conversely, the ac- 
cumulation of mucus under pressure in well-formed 
acini may interfere with cell nourishment or cause 
tissue necrosis of the cancer, accounting for late 
metastasis of the lower grade tumors. The host tis- 
sues undergo an inflammatory response as a result 
of the carcinomatous invasion or attendant sec- 
ondary infection from the bowel. Binkley and Quan! 
described this clinicopathologic phenomenon as 
“pseudoinflammatory colloid carcinoma of the rec- 
tum.” They reported six cases, some with fistulous 
tracts, but did not speculate as to which was the 
primary disease, the fistula or the carcinoma. They 
emphasized the characteristics of induration stric- 
ture formation, slow rate of growth, little pus forma- 
tion and the discharge of gelatinous material from 
fistulous openings. The paucity of biopsy specimens 
containing cancer cells was typical in the six cases 
they described. Most of the many biopsied tissues 
were reported nonmalignant and inflammatory in 
reaction. This inflammatory reaction may effectively 
mask the true identity of the disease, keeping 
the diagnosis in doubt, and the patient’s life in 
jeopardy. 

This fact was graphically pointed up by Mc- 
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Intyre’s* series in which biopsy under local anes- 
thesia in three cases revealed only inflammatory 
reaction in two and nonspecific granuloma in one. 
Repeat biopsies in the three cases, under spinal 
anesthesia, were confirmatory of adenocarcinoma 
in two and of squamous cell carcinoma in one. In 
a fourth case adenocarcinoma was diagnosed two 
and a half years after fistulectomy and complete 
healing. Adenocarcinoma had developed within the 
scar. Hill and Smith? also observed that colloid car- 
cinoma invaded directly into surrounding tissue and 
that biopsy from the margin may show only inflam- 
matory reaction of the host tissue. These observa- 
tions closely parallel conditions in the case to be 
reported below. 


REPORT OF A CASE 


An 83-year-old white man, a retired railroad 
switchman, was admitted to the proctologic service 
of the San Diego County General Hospital, in April 
1950. The chief complaint was of the presence of 
multiple draining sinuses about the perianal region. 
Upon inquiry he said that he had had the same 
disorder since 1903 and he had been subjected to 
numerous surgical procedures and local treatments 
without success. 

Proctoscopic examination of the lower 18 cm. 
was done and the bowel was observed to be normal. 
There were multiple fistulous openings over both 
posterior buttocks, and all were intercommunicat- 
ing. The primary opening of the fistulous process 
was at the dentate margin posteriorly. Barium 
enema studies and x-ray films of the sacrum and 
coccyx disclosed no involvement. An x-ray film of 
the chest was normal. Smears and culture of the 
exudate showed no tubercle bacilli, amebae or path- 
ogenic fungi. A Frei test was negative for venereal 
lymphogranuloma. The blood sugar content was 122 
mg. per 100 cc. No abnormalities were noted in 
routine examination of the blood and urine and the 
result of a serologic test for syphilis was negative. 

In May 1950 with the patient under spinal anes- 
thesia, fistulectomy was performed with wide de- 
bridement. Innumerable ramifications of the tracts 
were present and in some areas cystic cavities filled 
with a gelatinous clear material were evident. Biopsy 
specimens were excised from six areas. All were 
reported as showing chronic inflammatory change. 
The subsequent course of the patient was satisfac- 
tory and he was dismissed to the outpatient clinic. 

In January 1951 he was readmitted to the hospital 
because the operative wound had not healed satis- 
factorily and several areas of induration and of 
evident abnormal growth had developed. Biopsy 
specimens were taken from several sites and colloid 
carcinoma of slowly growing type was reported. 

Microscopic examination. The sections from one 
piece of tissue showed a stratified squamous epi- 
thelial lining and, in the underlying tissues, an 
adenoid tissue characterized by a polypoid hyper- 
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plasia where the glands were torming large quanti- 
ties of mucus. The lining cells were tall, columnar 
and appeared fairly uniform. Sections from a sec- 
ond portion showed a delicate structure of dendritic 
processes where the epithelium had been lost. These 
dendroids appeared to be floating in a sea of mucus 
in which there were a few desquamated cells and 
many polymorphonuclear leukocytes. 

In February 1951, palliative colostomy was done 
and, because of massive involvement of buttocks and 
perineum, no attempt was made to remove the dis- 
ease. The patient regained 15 pounds of weight but 
died in August of extensive infiltration of the but- 
tocks, perineum and rectal walls. 


COMMENT 


The possibility of carcinomatous change in ano- 
rectal fistulas of long standing should be more 
widely recognized. Suspected areas are those which 
show undue induration; induration that does not 
subside following surgical excision or induration 
that develops after an apparent satisfactory con- 
valescence. The discharge of mucoid material from 
the tracts or the detection of small cystic cavities 
filled with mucus communicating with a fistulous 
tract is nearly pathognomonic of colloid carcinoma. 
Since the process is infiltrative into the buttocks and 
perineum with a circumscribed zone of inflammatory 
reaction, numerous biopsy specimens must be taken 
from the center of the indurated area and not in the 
inflammatory peripheral zone. 


While many anorectal disorders can be borne 
with fortitude without serious impairment of health, 
the correction of anal fistula should be urged upon 
the patient in order to avoid this rare but grave 
complication. 

525 Hawthorn Street, San Diego 1. 
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Nutritional Problems and Blood Dyscrasias 
In Aging Patients 


ONE HAS ONLY to read the report of the Colloquia 
on Aging, arranged by the Ciba Pharmaceutical 
Company! to realize that the process of aging is 
not really understood. Not until a proper under- 
standing and definition of senescence is reached can 
an ultimatum be delivered on the problems of old 
age. In the meantime, the community-at-large and 
physicians in particular face a problem of vast and 
increasing numbers of older people. It seems agreed 
that prolongation of life can be of interest only if 
it is accompanied by a reasonable degree of well- 
being and happiness. 

Young® stated that old age can be looked forward 
to with assurance only with a measure of good 
health, financial security, good social adjustment 
and a receptive environment. Number one on his 
list of causes of increased longevity is a higher living 
standard with better nutrition. 

A search for facts concerning nutrition and aging 
is rather disappointing. McCay and others*® showed 
that the life span of white rats can be much in- 
creased by retardation of growth. Sinclair® ques- 
tioned the wisdom of increasing the rate of growth 
and maturation of human beings. Much work must 
be done before the significance of such information 
can be evaluated. 


When recommendations concerning the optimum 
diet for elderly people are examined, it is noted 
that they differ from the normal only in some re- 
duction of total calories. The tea and toast routine 
for old people with poor chewing surfaces is defi- 
nitely a thing of the past. Freeman? suggested that 
carbohydrate should supply about half of the total 
calories, protein 20 per cent and fat no more than 
20 to 30 per cent. The author, who has managed 
rather large numbers of aging patients in 18 years 
of practice in La Jolla, feels that the best of the 
vitamins and trace elements can be obtained with a 
knife and fork—but this is a controversial problem. 

What are the characteristics of the nutritional 
equipment of aging people? 

Deficiencies in chewing surfaces are certainly im- 
portant and somewhat less than half of my patients 
with dentures are unable to accustom themselves to 

Presented before the Section on General Practice at the 85th Annual 


Session of the California Medical Association, Los Angeles, April 29 
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ARTHUR A. MARLOW, M.D., La Jolla 


e Accurate solution of the problems of aging 
awaits better understanding and definition of 
senescence. However, adequate nutrition ranks 
high on the list of causes of increased longevity 
and happiness in old age. Optimum diets for 
aging people differ from other age groups only 
in some reduction in total calories. The digestive 
apparatus of older people is adequate except 
when influenced by pathological conditions. 


Hematologic standards are essentially un- 
changed in aging persons. Proper management 
of hematological problems in all age groups 
depends on accurate diagnosis. Aged patients 
tolerate diagnostic procedures very well under 
gentle management. Pure nutritional anemia is 
rare but poor nutrition is an important com- 
plicating factor in the management of blood 
dyscrasias in older people.. 


them. However, this appears to be a diminishing 
problem with better tooth and gum preservation and 
better dentures. 

Smooth muscle tone, gastrointestinal motility and 
gastric emptying time are adequate in older people 
except as influenced by abnormalities such as cir- 
culatory insufficiency, obesity, lax abdominal walls 
and esophageal hiatal hernias. Constipation and 
resulting excessive catharsis are not characteristics 
of old age but merely continuations of poor habits 
established earlier in life. 

Decreases in saliva with a drop in ptyalin content, 
an increase in mucus content and a decrease in the 
serous fraction with increasing viscosity occur as 
age advances. The incidence of achlorhydria in- 
creases with age. Secretion of pepsin decreases. Rest- 
ing trypsin decreases but the response to stimulation 
is good. Lipase decreases both before and after stimu- 
lation. Pancreatic amylase appears to be secreted in 
adequate amounts. With the exception of the de- 
crease in lipase with possible impairment of digestion 
and absorption of fat, these changes in enzymes do 
not seem very important. 

In summary, the digestive system in aging people 
seems adequate except when it is influenced by 
pathological conditions. Therefore, optimum nutri- 
tion does not involve any radical changes in basic 
dietary concepts. 


The only problem is that of a modest reduction 
in total calories in the less active years and the 
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presentation of food in attractive forms which will 
not embarrass chewing surfaces and overload the 
stomach. For example, dietitians with whom the 
author works have found that meat is often re- 
jected by older people unless it is easy to chew and 
swallow. 

The management of hematological problems in 
aging patients differs very little from that of other 
age groups. Hematologic standards are essentially 
unchanged. 

Treatment of hematologic diseases of the aged, as 
with all others, begins with accurate diagnosis. With 
gentle handling, older persons tolerate diagnostic 
procedures very well. 

A roentgenologist of wide experience has in- 
formed the author that he has never encountered 
serious difficulty, on the basis of age alone, in pre- 
paring patients with castor oil for barium enemas. 
Therefore, it is indefensible to treat older people 
with antianemic preparations when a barium enema 
or sigmoidoscopic examination may ‘reveal a car- 
cinoma of the bowel. 

Histamine gastric analysis with a dose of 0.005 
mg. of histamine per kilogram of body weight can 
be done safely in older, nonasthmatic patients if 
an alcohol test meal does not reveal hydrochloric 
acid. Pernicious anemia can be ruled out immedi- 
ately if free hydrochloric acid happens to be present. 
It is hoped that in the near future the diagnosis of 
pernicious anemia can be established or disproven 
in the presence of achlorhydria by the urinary ex- 
cretion test with radioactive vitamin B,.. This will 
be of great help in patients where ordinary diagnos- 
tic hematological findings of pernicious anemia 
have been spoiled by the indiscriminate use of shot- 
gun hematinics which contain vitamin B,,. It should 
also be of assistance in the rare cases of subacute 
combined degeneration of the spinal cord with 
achlorhydria but no anemia. 

It is fortunate that very few older patients have 
acute leukemia and that the majority with chronic 
leukemia have the lymphocytic variety. This type 
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may not require treatment for years. When increas- 
ing anemia or other symptoms indicate a need for 
treatment, the judicious use of radiation will pro- 
duce satisfactory remissions. Steroid hormones are 
useful when the shortened red cell life span and in- 
adequate platelets become a problem. 

The rarer problems of multiple myeloma, mono- 
cytic leukemia, lymphoma and the anemias of car- 
cinomatosis and chronic renal insufficiency are diff- 
cult to treat but the management of them is essen- 
tially the same in all age groups. 

Pure nutritional anemia is rare but the compli- 
cation of poor nutrition in aging patients with blood 
dyscrasias is an important contributory factor. It 
should be met with all the skill and facilities at the 
disposal of the physician. 

Atchley* suggested that the total needs of elderly 
patients might be better served by substituting the 
word appraisal for diagnosis and the word manage- 
ment be substituted for treatment or cure. This im- 
plies that the medical problems of the aged are often 
handled differently than the same problems in 
younger individuals. It does not suggest that the 
actual principles of medical management are differ- 
ent for any age group. 


Scripps Clinic and. Research Foundation. 
476 Prospect Avenue, La Jolla. 


REFERENCES 


1. Ciba Foundation Colloquia on Aging: Aging—General 
Aspects. Vol. 1. Little, Brown and Co., Boston, 1955. 

2. Freeman, J. T.: Clinical correlations in geriatric nutri- 
tion, J. Clin. Nutrition, 1:446, Sept.-Oct. 1953. 

3. McCay, C. M., Pope, F., and Lunsford, W.: Experi- 
mental prolongation of the life span, Bull. N. Y. Acad. of 
Med., 32:91, Feb. 1956. 


4. Seegal, D.: (Editorial). Some comments on the medical 
management of the older person, J. Chronic Disease, 3:101, 
Jan. 1956. 

5. Sinclair, H. M.: Too Rapid Maturation in Children 
as a Cause of Aging, Ciba Foundation Colloquia on Aging: 
Aging—General Aspects, 1:194. Little, Brown and Co.., 
Boston, 1955. 


6. Young, R. H.: Problems of an aging population, Med. 
Clin. N. A., 40:3, Jan. 1956. 





Duodenal Obstruction Due to Intramural 
Hematoma 


Review of the Literature and Report of a Case 


LEE M. WATANABE, M.D., and 
M. R. INOUYE, M.D., San Jose 


ACUTE DUODENAL OBSTRUCTION due to intramural 
hematoma resulting from blunt trauma to the ab- 
dominal wall is very rare, judging from the scarcity 
of reported cases. The authors found reports of 
fewer than a dozen cases in the available literature. 


REPORT OF A CASE 


A 17-year-old boy was accidentally kicked in the 
epigastrium while playing football. He complained 
of moderate pain in the upper abdomen, but after 
resting for a short while he was able to take a 


shower and go home on a bus. However, he con- 
tinued to have epigastric pain, became nauseated, 
and started to vomit. 

He was first seen by one of the authors about 
‘three hours after the accident. He said that he had 
only moderate pain in the epigastrium, but he was 
greatly nauseated, was retching and vomiting. There 
was no blood or bile in the vomitus. The patient was 
not in shock, and the color of the skin was not 
indicative of loss of blood. The temperature was 
98.6° F. the pulse rate 80 and the blood pressure 
140/80 mm. of mercury. There were no external 
signs of injury to the abdominal wall. The abdomen 
was scaphoid and soft except in the epigastrium, 
where there was a little muscle spasm and tender- 
ness. The bowel sounds were active. Since there 
seemed no immediate need for operation the patient 
was observed overnight without medication. The 
nausea and vomiting subsided and he was able to 
sleep well through the night. 


Over the next few days, pain and tenderness were 
minimal and the patient was able to take clear liquid 
but became nauseated and vomited following inges- 
tion of solid food. On the fifth day after the injury, 
he was given a small barium swallow. Fluoroscopic 
examination and an x-ray film showed pronounced 
narrowing of the lumen of the descending portion 
of the duodenum. The distal portion of the duodenal 
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bulb was irregular in outline, and a very fine streak 
of barium went through the descending portion of 
the duodenum. It was thought that there was a great 
deal of edema and swelling in the wall of the duo- 
denum and probably intramural hematoma. At this 
time also there could be felt a small mass in the 
epigastrium just to the right of the midline. This 
mass was only slightly tender. 

Because it was felt that the swelling would subside 
in the course of the next few days and that the 
hematoma would resolve itself, relieving the obstruc- 
tion, a conservative course was chosen. Wangensteen 
suction was started and measures were taken to pre- 
serve electrolyte balance. However, the expected 
improvement did not take place and the. patient 
continued to vomit. Operation was done ten days 
after the injury. 

The injury was confined to the duodenum. There 
was no free or clotted blood in the abdomen and no 
extravasation of blood or bile in the retroperitoneal 
area or mesentery. A necrotic looking, egg-shaped 
mass, six or seven centimeters in length and five 
centimeters in diameter was found occupying the 
anterolateral aspects of the descending portion of 
the duodenum. A vertical incision was made. in the 
anterior aspects of the mass, revealing a partially 
liquefied clot of blood which had formed in the 
subserosal space. This had compressed the muscu- 
laris and mucosa toward the lumen of the bowel, 
thus causing obstruction. The compressed portion of 
the duodenal wall was rigid and of cartilaginous 
hardness, and the patency of the lumen after the 
removal of the clot was doubtful. An attempt was 
made, therefore, to maneuver through the stomach 
wall and to pass a Levine tube through the ob- 
structed portion of the duodenum, but the attempt 
was not successful due to the tightness of the ob- 
struction. Although it was felt that the obstruction 
would relieve itself in time after the removal of the 
hematoma, it was thought that a short-circuiting 
operation would insure recovery and make possible 
a smoother and more rapid convalescence. Therefore 
: relatively small anticolic gastrojejunostomy was 

one. 


The postoperative course was uneventful and the 
patient was discharged from the hospital on the 
seventh postoperative day. Two weeks after the 
operation, roentgen examination after a barium 
swallow showed a well-functioning gastrojejunos- 
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‘omy stoma, but the duodenum was still obstructed. 
dowever, when examined four months later, the 
luodenum had opened up and there was very little 
leformity in it. The patient was feeling well and had 
xained about twenty pounds. 


One other patient with proven duodenal obstruc- 
ion due to hematoma following blunt trauma of the 
abdominal wall was observed at the San Jose Hos- 
pital within the past year—a girl, 12 years of age, 
vho fell off a bicycle and started to vomit with 
crampy abdominal pain two days later. She was 
yperated upon and recovered. 


REVIEW OF LITERATURE 


In 1893 Perry and Shaw® found record of a single 
case of duodenal obstruction due to hematoma 
among 17,652 autopsy reports and other material 
available at that time. This case was in a man 23 
years of age who died of abdominal injury. Noted 
at autopsy were “recent clots in front of the pan- 
creas and around the third portion of the duo- 
denum.” Also the “bowel was so much compressed 
and obstructed that it would barely admit a finger; 
and while the stomach and duodenum were filled 
with fluid, the jejunum was collapsed and empty.” 


Strachan? reported in 1920 the case of a man who 
was caught between two motor cars. At laparotomy 
it was observed that “the duodenum showed no signs 
of trauma, but very markedly pushed forward and 
to the left; distortion was due to a large retroperi- 
toneal hematoma, the size of a large hen’s egg, situ- 
ated over the right psoas magnus. The hematoma 
was incised vertically and handful of blood clot was 
removed.” The patient made uneventful recovery. 


In 1933 Oppenheimer® reviewed the above two 
articles and added report of another case of duo- 
denal obstruction due to hematoma which, however, 
was not due to external trauma. He said that the 
hematoma “may have resulted from the erosion of 
a small blood vessel incident to acute pancreatitis.” 
The patient was a woman 42 years of age who had 
carcinoma of the head of the pancreas, cholelithiasis, 
acute dilatation of the stomach and peritonitis. 


Dey,' reporting in 1952, mentioned two cases ob- 
served in Sydney, Australia. One patient had a clear- 
cut history of epigastric trauma. In the second case, 
which was reported in detail, such a history was 
lacking. A previously healthy girl of six and a half 
years complained of severe intermittent abdominal 
pain with vomiting. At operation there were found 
“hemorrhage into the retroperitoneum and the hepa- 
tic flexure of the colon” and “a tense cyst filled with 
blood clot . . . in anterior wall of the lower portion 
of the first part and second part of the duodenum.” 
The clot was evacuated and the girl recovered. 

In March, 1953, Stirk® reported a case in a nine- 
year-old boy who had gone over the handle bar of 
his bicycle. He complained of mild pain, which 
passed in a few hours. Two days later he was seized 
with sudden pain in midabdomen and started to 
vomit. There was no evidence of bruise or abrasion 
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of the abdominal wall. The patient was operated on 
about one week after the accident. There was found 
a large subserosal hematoma involving the second, 
third, and fourth parts of the duodenum and the first 
four inches of the jejunum. The clot was removed 
and the serosa was left unsutured. The patient made 
a slow but uneventful recovery and was discharged 
from the hospital six weeks after the operation. 


Maglandry and Mathewson‘ reported the case of 
another nine-year-old boy who “fell while riding a 
scooter, bruising his right anterolateral abdominal 
wall and right costal margin.” Next day he began 
to vomit and complained of pain in the right upper 
quadrant of the abdomen. The vomiting continued 
and the pain increased. Upon x-ray examination it 
was noted there was pronounced narrowing at the 
second portion of the duodenum, causing partial 
obstruction. Laparotomy was done about a week 
after the accident. “The peritoneal cavity contained 
no free fluid. A moderate amount of retroperitoneal 
hemorrhage was observed immediately in the right 
retroperitoneal area. There was considerable sub- 
serosal hemorrhage of the duodenal loop. There 
was subserosal hemorrhage also involving the as- 
cending colon, cecum, appendix, and terminal ileum. 
The second portion of the duodenum [was] found to 
be very ecchymotic and swollen to about three times 
the normal size. . . . A longitudinal incision was 
made in the wall of the second portion of the duo- 
denum. After incising the muscularis, a large hema- 
toma under tension was evacuated. . . . A sterile 
Levine tube was passed through the gastrostomy 
wound through the duodenum into the jejunum.” 
The patient made uneventful recovery, the enter- 
ostomy tube being removed on the fifth postoperative 
day and the gastrotomy wound closing spontaneously 
about a week later. 


Felson and Levin,” reporting four cases in 1954, 
emphasized characteristic roentgen findings in cases 
of intramural hematoma of the duodenum. They also 
mentioned Liverud’s article in 1948* as being the 
first detailed description of roentgenologic features. 
Summaries of the four cases follow: 


1. An 18-year-old boy was struck in the abdomen 
during a football game. Three hours later persistent 
dull pain developed. It slowly increased in intensity 
and the patient started to vomit. The patient was 
treated conservatively for a while and then was 
operated upon the tenth day after the injury. There 
was a subserosal hematoma 20 cm. in length in the 
distal duodenum and proximal jejunum. There was 
also another hematoma in the adjacent retroperi- 
toneal space. Six hundred cubic centimeters of liquid 
blood and clots was evacuated and the patient made 
uneventful recovery. 


2. A nine-year-old girl had roentgen findings 
typical of intramural hematoma. She improved on 
conservative treatment without operation; but her 
hospital stay was 20 days. 


3. A nine-year-old boy fell over a wire and later 
had abdominal pain, nausea, vomiting and diffuse 





abdominal tenderness. Laparotomy was done after 
diagnosis of acute appendicitis. No abnormality was 
found in the lower abdomen and the incision was 
closed. However, the symptoms persisted and x-ray 
examination five days later revealed narrowing of 
the descending duodenum and a coil-spring pattern. 
A duodenal polyp with intussusception was sug- 
gested. The abdomen was reopened on the tenth day 
after the injury. There was a hematoma in the pos- 
terior surface of the transverse duodenum in the 
retroperitoneal space. This was evacuated and the 
recovery was uneventful. 


4. In the case of a 33-year-old man the only 
possible causative factor was an attack of severe 
hiccoughs and vomiting two days previous to the 
onset of his abdominal symptoms. At operation there 
was found a large egg-shaped subserosal hematoma 
in the transverse duodenum. The hematoma was 
evacuated and the patient recovered. 


Felson and Levin stated that “roentgen demon- 
stration of an intramural mass with coil-spring mu- 
cosal pattern overlying it is a pathognomonic sign 
of intramural hematoma of the duodenum.” 


DISCUSSION 


One of the most rarely seen causes of duodenal 
obstruction is simple intramural hematoma resulting 
from blunt trauma to the abdominal wall. When the 
trauma is severe enough, it causes rupture of the 
duodenum in the same manner that scalp laceration 
is produced by a blunt object hitting the skull, for 
the duodenum is partly fixed against the spine and 
the striking object pinches the organ against it. 
Rupture of the duodenum causes extravasation of 
bile and blood into the retroperitoneal space, mostly 
on the right side and into the ascending and trans- 
verse mesocolon; and there may also be a collection 
of air about the right kidney and adjacent retro- 
peritoneal area and along the psoas muscle. When 
the trauma is less severe or relatively minor, it may 
cause bleeding either into the wall of the duodenum 
or into the retroduodenal area, and sometimes it 
may lead to localized hematoma formation large 
enough to cause obstruction. 


In either case, whether it is duodenal rupture 
or simple hematoma, there usually is a relatively 
asymptomatic phase following initial shock and 
pain. In the former, signs and symptoms of severe 
intraabdominal injury soon develop and immediate 
surgical intervention is a paramount necessity. In 
the case of hematoma, there may be only slight pain 
and tenderness in the epigastrium and right upper 
quadrant without signs or symptoms of severe intra- 
abdominal injury. The symptoms of obstruction 
may be slow in developing. In such cases conserva- 
tive treatment for a few days may be justified, and 
some patients will recover without operation. How- 
ever, when obstruction is complete and persistent, 
laparotomy should be undertaken. In most cases, 
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simple removal of the hematoma is all that is neces- 
sary. In cases where there may be possible scar 
formation, either from the actual trauma to the 
duodenal wall or due to long-standing hematoma, 
gastrojejunostomy may be indicated. 

According to Felson and Levin, x-ray demonstra- 
tion of coil-spring mucosal pattern is pathognomonic 
of intramural hematoma. In the case herein reported, 
that pattern was not present, but very pronounced 
narrowing of the second portion of the duodenum 
was observed roentgenographically. Maglandry and 
Mathewson also reported x-ray findings of pro- 
nounced narrowing at the second portion. 

Siler’? cited a review of 1,183 cases of subcutane- 
ous rupture of the intestines in which 113 or ap- 
proximately 10 per cent involved the duodenum. 
The duodenum comprises only a small portion of the 
entire intestinal tract, but the proportion of duo 
denal ruptures is very high in relation to ruptures 
in other portions of the intestines. This is because 
of its fixed location overlying the spine. And in 
view of the fact that there is such a large number 
of cases of blunt trauma to the abdomen in modern 
industries and on the highways, it seems possible 
that the actual number of duodenal obstruction due 
to intramural hematoma may be much larger than 
the scarcity of reported cases might indicate. 


SUMMARY 


A case of duodenal obstruction due to subserosa! 
hematoma resulting from a kick in the epigastrium 
is presented. Laparotomy was done about ten days 
after the injury and evacuation of the hematoma 
and gastrojejunostomy resulted in complete recov- 
ery. Eleven similar cases reported in the literature 
are reviewed. 

90 East Jackson Street, San Jose 12. 


REFERENCES 


1. Dey, D. L.: Acute duodenal obstruction due to an 
intramural hematoma, Med. J. Australia, 1:708, May 24, 
1952. ' 


2. Felson, B., and Levin, E. J.: Intramural hematoma of 
the duodenum, a diagnostic roentgen sign, Radiology, 63: 
823-831, Dec. 1954. 


3. Liverud, K.: Hematoma of the jejunum with subileus, 
Acta Rad., 30:163-168, Aug. 1948. 


4. Maglandry, G. W., Jr., and Mathewson, C., Jr.: Duo- 
denal obstruction due to trauma, Stanford Med. Bull., 12: 
205, Aug. 1954. 


5. Oppenheimer, G. D.: Acute obstruction of the duode- 
num due to submucous hematoma, Ann. Surg., 98:192, Aug. 
1933. 


6. Perry, E. C., and Shaw, L. E.: On diseases of the duo- 
denum, Guy’s Hospital Reports, 1:171, 1893. 


7. Siler, V. E.: Management of rupture of the duodenum 
due to violence, Amer. J. Surg., 78:715-832, Nov. 1949. 


8. Stirk, D. I.: A case of subserous duodenal hematoma, 
Brit. Med. J., 4812:712, March 28, 1953. 


9. Strachan, F. J.: Traumatic obstruction of the duode- 
num—operation, recovery, Brit. Med. J., 2:592, 1920. 


CALIFORNIA MEDICINE 





Amebic Granuloma of Cecum 
Report of an Intractable Case 


MORRIS BERK, M.D., Oakland 


THERE ARE relatively few diseases that respond dra- 
matically to a therapeutic agent. Some, however, 
possess such specificity of response that the result 
is utilized as a diagnostic test. For example, Snell’ 
stated that for every diagnosis of amebiasis made 
by the finding of ameba in the stool, one is made 
by a therapeutic trial with emetine. He further re- 
marked that “there is no disease condition which 
responds to specific treatment in a more dramatic 
manner.” Silverman and Leslie,® in reference to 
amebic granuloma, added that the outstanding and 
almost universal characteristic of these lesions is 
their response to specific therapy. The “rapid reso- 
lution of these tumors,” they said, “can only be com- 
pared with the melting away of syphilitic gummas 
after exhibition of the iodides.” They noted, further- 
more, that such granulomas disappear a week to ten 
days after administration of emetine. Spicknall and 
Peirce,® in commenting on a review of the literature 
on amebic granuloma, observed that the great ma- 
jority of so-called “amebomas” disappeared com- 
pletely within a month from the beginning of treat- 
ment. 


The case of amebic granuloma reported herewith 
is presented for several reasons. First, it is at vari- 
ance with the usual immediate salutary response to 
antiamebic agents repeatedly mentioned in the lit- 
erature (complete resolution took several years) ; 
second, the unusual opportunity was afforded to ob- 
serve the slow resolution of the lesion by serial 
roentgenographic study over a six-year period; and, 
third, it calls attention of the surgeons and clinicians 
to a lesion which must be given serious considera- 
tion in the differential diagnosis of cancer of the 
colon. 


CASE REPORT 


The patient, a 37-year-old veteran, was first ad- 
mitted to the Veterans Administration Hospital, 
Oakland, October 3, 1952, because it was thought he 
might have a liver abscess. In July of 1945, while on 
military duty in the Philippines, the patient had had 
bloody diarrhea with fever, sweats, malaise and ab- 
dominal pain. He was treated with sulfaguanidine. 
Improvement took place but some diarrhea remained 
until the patient was discharged from the army in 
November 1945. A month later diarrhea became 
more severe and he was hospitalized at a military 
institution. At that time E. histolytica was found in 
the stool. He was given emetine, carbarsone and sul- 
fasuxidine, but the record did not show the dosage. 
Dramatic improvement resulted. A year later diar- 
rhea recurred. A private physician found E. histoly- 
tica in the stool and emetine was given. The condi- 
tion improved. During the next six years, diarrhea 
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recurred periodically and the patient received eme- 
tine each time, with improvement. So far as the pa- 
tient knew, no other antiamebic drug was adminis- 
tered. Around Christmas, 1951, an episode of ad- 
dominal pain led to appendectomy. The postopera- 
tive course was uneventful. A week before the pa- 
tient was admitted to the Veterans Administration 
Hospital in Oakland, loose bowel movements again 
returned, and fever, drenching night sweats, chills, 
cough and pain in the right upper quadrant of the 
abdomen soon followed. 

Further data received from the Veterans Admin- 
istration Regional Office revealed that in 1948 a 
barium enema showed a deformity of the cecum, 
which was irregular, constricted and presented rag- 
ged margins. The same conditions were noted in a 
roentgen study in 1950. Cysts of E. histolytica were 
found in the stool at that time. The patient’s medical 
record contained note of episodes of rapid heart ac- 
tion and of two attacks of “nervous collapse.” 

Upon physical examination the patient was ob- 
served to be moderately undernourished, apprehen- 
sive, and chronically ill. The oral temperature was 
100.6° F. and the pulse rate was 104. There was 
pronounced pain on compression of the right lower 
rib cage. Tenderness and guarding were noted in 
the right upper quadrant of the abdomen along the 
costal margin. The edge of the liver was not felt. 


In an x-ray film of the chest, increased markings 
were noted in the right lower lobe. Fluoroscopically 
observed, the right leaf of the diaphragm moved 
only one-third of normal excursion. It was not ele- 
vated. A barium enema on October 8, 1952, showed 
considerable spasm with poor haustration. The ce- 
cum was deformed, irregular and greatly narrowed. 
The roentgenologist’s impression was that the pa- 
tient had diffuse amebic colitis with probable granu- 
loma of the cecum. A barium enema on October 29, 
1952, after antiamebic therapy, showed less de- 
formity of the cecum. 


Leukocytes numbered 19,500 per cu. mm. of 
blood, with 17 band forms. The hemoglobin content 
was 14.5 gm. per 100 cc. Serum bilirubin was 1 mg. 
per 100 cc. There was 12.5 per cent retention of 
bromsulfalein in 45 minutes. The result of a cepha- 
lin flocculation test was negative. E. histolytica was 
present in the stools in great number. Subsequent 
stools after treatment were all negative for parasites. 


A diagnosis of amebic colitis with probable liver 
abscess was made and antiamebic therapy was 
started. This consisted of chloroquine, 1 gm. daily 
for two days followed by 0.5 gm. daily for 19 days 
in two divided doses each day; diodoquin, 3 cap- 
sules three times a day (a total of 1.89 gm. daily) 
for three weeks, and aureomycin, 250 mg. four times 
a day for ten days. At the completion of this simulta- 
neous therapy, ten daily injections (0.065 gm. each) 
of emetine were given. Five days after institution of 
treatment the patient was afebrile and considerably 
improved. He was discharged seven weeks after en- 
try. A follow-up barium enema study on January 9, 
1953, showed further improvement of the conditions 
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(1) Initial roentgenogram in 1948, showing deformity of cecum with narrowing and irregularity. (2) (1952) Study, 
after intermittent emetine therapy (only). Cecum deformed, narrowed and “conical.” Dleocecal valve abnormally 
patent. Distal colon shows poor haustrations, and fine irregularity suggestive of ulcerations. Interpretation by radiolo- 
gist: Diffuse amebic colitis and granuloma of cecum. (3) (1953) Improvement, with better filling of cecum, after 
several courses of adequate therapy. Cecal deformity still present, as is involvement of mucosa of proximal half of 
colon. (4) (April, 1954) Cecum now fills out normally on air contrast study. No constant defect. Findings essentially 
normal with resolution of previous granulomatous changes. 
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1 ted in the colon, but still considerable deformity 
c the cecum. 


Second admission. The patient reentered March 
i», 1953, because of weakness, fatigability and ab- 
¢ ominal pain. He did not appear ill on this occasion. 
" nere was guarding of the abdomen. The edge of 
t.e liver was barely palpable. In the right lower 
‘ iadrant of the abdomen a moderately tender, 
: ightly irregular and immobile mass was felt. 

Chest x-ray films, blood cell counts, sedimenta- 
i.on rate and liver function tests were within nor- 
rial limits. Several stools were negative for ameba. 

barium enema examination showed conditions 
similar to those of the previous study, again with 
ceformity of the cecum. The patient refused to have 
csigmoidoscopic examination. Because of the abdom- 
inal mass and the persistent barium enema findings, 
a presumptive diagnosis of amebic granuloma of the 
cecum was made. The patient was thereupon given 
another course of emetine and diodoquin, and then 
a three-week course of chloroquine (same dosage as 
on first admission). He was discharged April 1, 
1953. Another barium enema on May 15, 1953, 
showed additional improvement. 


Third admission. The patient was readmitted 
July 21, 1953, for follow-up examination. At this 
time there were minimal changes from before. The 
abdominal mass had regressed but was still palpable. 
Another three-week course of chloroquine and dio- 
doquin was given (dosage as before). 


Final admission. Admitted again April 27, 1954, 
the patient said he had a feeling of being “run 
down,” had had dizzy spells and a recent “black- 
out.” In addition, he complained of diarrhea and 
abdominal pain. The temperature was 98.4° F. The 
mass previously noted in the right lower quadrant 
of the abdomen could no longer be palpated. The 
stools were negative for ameba. A barium enema 
showed nearly complete resolution of the changes in 
the right colon. An air contrast study disclosed that 
the cecum distended normally and there was no con- 
stant defect of outline. The conclusion by the roent- 
genologist was that “findings are now essentially 
normal, with resolution of the previous granuloma- 
tous changes.” 

It was concluded that the probable amebic granu- 
loma had finally resolved after repeated courses of 
therapy over a period of several years. 


DISCUSSION 


Anderson, Bostick and Johnstone,! in their text on 
amebiasis, said that when an ameboma has been in 
existence for a long time and is secondarily infected 
with bacteria, fibrosis and distortion of the colon 
may delay or prevent the disappearance of the mass 
after antiamebic therapy. In some cases, excision 
may be necessary. They expressed belief that ame- 
boma is due to repeated amebic invasion plus super- 
imposed bacterial infection. Because of the latter, it 
has been advised that a broad spectrum antibiotic be 
added to the usual therapeutic regimen. Other ob- 
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servers have also noted delayed response of such 
granulomas to therapy.® 

Amebic granuloma occurs most commonly in the 
cecum. It cannot be distinguished radiologically 
from cancer, giving rise to an important problem, as 
attested by a number of postoperative deaths in the 
presence of unsuspected amebic granuloma.*'*5:*§ 
A course of antiamebic therapy preoperatively may 
be life-saving in such cases and should be adminis- 
tered in any case in which the possibility exists. The 
danger of surgical treatment in amebic disease was 
first brought out during the disastrous 1933 Chicago 
epidemic when the mortality rate for intestinal op- 
erations in the presence of amebiasis was 40 per 
cent. Many of the patients were operated upon for 
acute appendicitis, appendiceal abscess or neoplasm 
of the colon. 

Amebiasis in the United States usually is a 
chronic, low-grade, dormant disease, often without 
diarrhea. For the latter reason many cases are at- 
tributed to functional disturbance and stools are 
not examined. In some such cases the proper diag- 
nosis is reached when radiologic examination of the 
cecum is carried out. Wilbur and Camp® found 21 
suspicious cases in a review of 300 barium enema 
examinations. In 12 of the 21 cases, E. histolytica 
was found in the stools. It was the opinion of these 
investigators that roentgenologic study of the colon 
is the most valuable method of finding amebic dis- 
ease of the colon. The significant roentgenologic 
changes in the cecum as described by these observers 
consisted of spasm, dilatation, relaxation, and ab- 
normal patency of the ileocecal valve; inflammatory 
induration with “coning” and inflammatory tume- 
factive defects. The earlier changes involved the 
mucosa, the sharp, smooth character of the cecal 
walls being replaced by a finely granular, irregular 
contour of the mucosa. There was often an associ- 
ated cecal spasm. Wilbur and Camp noted carefully 
that these changes are not pathognomonic since they 
may occur also in other inflammatory diseases. 
Golden and Ducharme?’ stated that recognizable de- 
formity of the cecum is likely to be present in over 
one-third of the cases of amebiasis. They noted that 
in many cases the initial suspicion of this disease 
came from the roentgenologist. 


SUMMARY 


A case of amebic granuloma (ameboma) of the 
cecum requiring six years for resolution is pre- 
sented. Roentgenologic studies were of interest, for 
slow and progressive improvement was shown. 

The usual dramatic and rapid response of amebic 
granuloma to specific therapy may not occur, espe- 
cially in cases not adequately treated at the outset 
and in which extensive fibrosis and secondary infec- 
tion occurs. 

Amebic granuloma may simulate neoplasm of the 
colon. Where suspected, a therapeutic trial with 
antiamebic agents is indicated before operation, 
since a high mortality rate is associated with surgi- 
cal intervention in the presence of amebiasis. 
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Amebiasis may be suspected on the basis of roent- 
genologic findings in the cecum. “Coning” is said to 
be the most suggestive sign. 

Thirteenth and Franklin Streets, Oakland 12. 
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Congenital Bladder Neck Contracture 
In Male Siblings 


ALEX L. FINKLE, M.D., 
VICTOR C. McPHEE, M.D., and 
LEO van der REIS, M.D., San Francisco 


ONLY PASSING REFERENCE to bladder neck contrac- 
ture in siblings is found in the literature. Campbell® 
mentioned this disorder in twin brothers, but did not 
give details. The present report describes the salient 
findings recently observed in two young brothers 
who were uremic from advanced renal damage due 
to bladder neck contracture and discusses the im- 
provement in their clinical condition following open 
surgical correction of the vesical obstruction. 


FUNDAMENTAL CONSIDERATIONS 


Evaluation of distal urologic conditions in chil- 
dren involves consideration of congenital, acquired, 
extrinsic and intrinsic lesions. Obstructive mecha- 
nisms noted by Campbell were urethral meatal sten- 
osis, congenital contracture of the vesical outlet, 
congenital valvular obstruction of the prostatic 
urethra, deep urethral urinary blockage by polyp, 
ureterocele, trigonal curtain, prostatic enlargement 
and, of high incidence, neuromuscular vesical dis- 
ease.®’ Burns agreed essentially with that listing and 
with that order of frequency.* However, he mini- 
mized the clinical incidence of urethral valves, not- 
ing that these occurred in only three of eighty-one 
patients reviewed by him and his colleagues.* 

Bladder neck contracture is three to five times 
more common in boys than in girls. Other congeni- 
tal anomalies, either in the genitourinary tract or 
elsewhere, may coexist with any one or several of 
these obstructive lesions; most common of these 
concomitant distal urologic conditions are ure- 
thral meatal stenosis and bladder neck contracture. 

In 1915 Beer suggested that fibrosis of the neck 
of the bladder of a young patient may be a secondary 
change in the spastic sphincter which results from 
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a fundamental neuromuscular disease.* Campbe’ 
reported verification of Beer’s postulate and demon 
strated histopathologically that bladder neck con 
tracture develops from submucous fibrosis an: 
smooth muscle hypertrophy, often involved by roun: 
cell infiltration.® 

Symptoms of bladder neck contracture may occu 
early in life (since excretion of urine starts in th 
fifth and sixth month in utero) or they may be de 
layed until even the third decade. Urinary fre 
quency, straining to void, dribbling and/or enuresi: 
are prominent manifestations. Protracted, unsatis- 
factorily explained gastrointestinal symptoms may 
indicate urinary tract disease. The signs are thos: 
of recurrent urinary infection associated with resid- 
ual urine. Degree of obstruction and upper urinary 
tract damage are not directly reflected by the quan- 
tity of residual urine, which may vary from several 
ounces to several liters. Only rarely is acute urinary 
retention the first symptom of an obstructive uro- 
logical condition. Eventually, systemic features of 
progressive renal failure, such as anemia, malaise, 
anorexia and failure to gain weight become pre- 
dominant clinical signs. 

Diagnosis is established by history, by physical 
examination (vesical or renal “abdominal masses” ) 
and by full urological study. Urinalysis, measure- 
ment of residual urine, bacteriological culture (with 
antibiotic sensitivity tests) and phenolsulfonphtha- 
lein excretion tests are fundamental procedures to be 
carried out. Blood tests to appraise uremia and elec- 
trolyte balance are required. Intravenous urogra- 
phy will demonstrate the degree of renal, ureteral! 
and vesical damage but it usually affords only in- 
exact information as to location and type of distal 
urinary disease. Cystography is probably the most 
valuable radiographic procedure; a voiding cysto- 
gram may demonstrate ureteral reflux that might be 
missed by retrograde cystography alone. Cystoure- 
thrography is a refinement advocated by some in- 
vestigators.* Cystoscopy, necessarily panendoscopy. 
is most helpful and will usually demonstrate trigona! 
hypertrophy. The presence of a bas-fond is of value 
in delineating chronic infra-vesical obstruction as 
etiological.* Trabeculations are usually absent in 
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hildren and are of little significance in differen- 
iating obstruction from neurogenic disease. Ureteral 
atheterizations are invaluable, since split-function 
shenolsulfonphthalein studies and retrograde pyelo- 
crams may thus be obtained. The latter may consti- 
ute the only upper tract morphological study if 
enal damage obviates excretory urography. Cysto- 
netrograms are of accessory value but are not now 
videly applied to this problem. 

Differentiation of mechanical bladder neck con- 
racture from primary neurogenic disease (“megalo- 
areter,”!5 for example, as possibly related to 
‘megacolon”!!*) is of key importance, particularly 
from the standpoint of therapy. Nonoperative treat- 
ment, such as “installment” fillings of the bladder 
through the urethra for dilatation, or passage of 
urethral sounds or bougies, is useless. No medication 
will effect relief of the contracture. Surgical correc- 
tion is mandatory. 

Prolonged drainage of urine may be necessary 
preoperatively or postoperatively. In-dwelling ure- 
thral catheterization is feasible when adequate, but 
suprapubic cystostomy?® should be instituted if the 
drainage technique does not improve renal function. 
Occasionally nephrostomy must be resorted to prior 
to definitive surgical treatment. Remarkable ana- 
tomical and functional restoration may be gained 
by operation, even in the presence of advanced 
urinary tract damage. 

Active controversy prevails as to whether 
open®?219 or transurethral?!" resection of blad- 
der neck contracture is better. The former approach 
has been criticized as “needlessly radical,”® while 
the latter has been decried as frequently failing to 
correct the lesion in a single operation®® and as 
excluding the immediate and long-term drainage 
value provided by cystostomy.* There is general 
agreement as to the value of nephroureterectomy™® 
for megaloureter!1 or ureteral resection® for hydro- 
ureter, including that ureteral dilatation noted in 
association with congenital weakness of abdominal 
wall musculature!!!> or with the rare instances of 
ureteral diverticulum."* 


REPORT OF CASES IN SIBLING BOYS 


Patient A, a six and a half year old white boy of 
American Indian-Caucasian parentage, entered 
Mary’s Help Pediatric Clinic for investigation of 
constant urinary leakage, present since infancy, 
which had led to his expulsion from a rural public 
school. The patient was accompanied: by a younger 
brother with a similar condition. 

Upon examination, the bladder could be per- 
cussed up to the umbilicus. One hundred and twenty 
cubic centimeters of residual urine was removed by 
catheterization. Excretory urography revealed en- 
larged kidneys, more pronounced on the right, which 
excreted the dye very slowly and poorly. The calyceal 
systems and ureters were not outlined. Hospitaliza- 
tion was arranged but chicken pox supervened. In- 
tractable vomiting for four days necessitated admis- 
sion to the communicable disease ward of the San 
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Francisco County Hospital June 5, 1955. The vom- 
iting, and fever of 104° F., were attributed to E. 
coli bacteremia which was present in addition to 
uremia (blood urea nitrogen was 167 mg. and 
creatinine 6.8 mg. per 100 cc.). The organism 
grown in cultures of blood and urine responded 
within four days to 1.0 gm. of streptomycin, intra- 
muscularly, daily. The patient was transferred to 
Mary’s Help Hospital June 10, 1955. 

In-dwelling catheterization was begun at once, 
and 150 cc. of grossly purulent urine was removed. 
Achromycin® (tetracycline hydrochloride) 100 mg., 
was given intramuscularly, followed by Sulfose® 
(sulfonamide) solution, 4 cc. every six hours. The 
temperature then ranged from 98° to 100° F. Two 
hundred cubic centimeters of M/6 sodium lactate 
was given intravenously just after the patient was 
hospitalized. Twenty-four hours after admission 
erythrocytes numbered 3,950,000 per cu. mm. of 
blood. The hemoglobin content was 9.3 gm. per 100 
cc. Leukocytes numbered 11,100 per cu. mm. Serum 
nonprotein nitrogen was 275 mg. per 100 cc. and 
creatinine 5.2 mg. per 100 cc., but the serum elec- 
trolytes were within normal range. The total pro- 
tein content was normal. Two transfusions of whole 
blood, each of 300 cc., were given within the next 
72 hours. By June 16, 1955, the nonprotein nitro- 
gen and creatinine, which had declined progressively, 
had fallen to 80 mg. and 3.5 mg. per 100 cc., respec- 
tively. Intravenous urography at this time showed 
poor concentration of the dye by the kidneys, and 
only at one hour after injection could the dilated 
calyces and widened, tortuous ureters be faintly 
seen. Upon cystoscopy, pronounced bladder neck 
contracture and hypertrophy of the interureteric 
ridge were noted. Only the right ureter could be 
catheterized; pronounced hydroureteronephrosis 
was demonstrated. The ureteral catheter coiled upon 
itself in the left ureter and would not progress up- 
ward. A cystogram demonstrated right ureteral 
reflux with pronounced dilatation and tortuosity of 
the ureter (Figure 1). The renal calyceal system and 
pelvis were greatly distended, but the margin of 
renal parenchyma appeared encouragingly wide. 

On June 20, 1955, suprapubic wedge excision of 
the bladder neck contracture and interureteric ridge 
was performed. A segmental resection of the dilated, 
atonic anterior bladder wall was done and a surgi- 
cally created longitudinal defect in the posterior wall 
was apposed by sutures. Suprapubic cystostomy 
and in-dwelling urethral catheter drainage were in- 
stituted. 

Postoperatively, Achromycin® and Furadantin® 
(nitrofurantoin) were alternated in small doses for 
a total of five days. The suprapubic tube was re- 
moved in four days and the urethral catheter in ten 
days. Serum nonprotein nitrogen ranged from 100 
to 125 mg. per 100 cc. during the uneventful post- 
operative hospital course. After repeated instruc- 
tion and encouragement the patient could void 250 
cc. voluntarily, leaving less than 15 cc. residual 
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Figure 1—Left: Preoperative cystogram in the case of Patient A. Right: Postoperative excretory urogram. 


urine in the bladder by the time he left the hospital 
July 6, 1955. 

During a period of six months of observation after 
operation the patient’s general health was good and 
he returned to school. Urinary continence was al- 
most normal although bed-wetting was reported 
several times. Monthly clinical and laboratory evalu- 
ations were done, including excretory urography on 
two occasions. 

The voided urine was grossly and microscopically 
normal. No further anemia developed. Nonprotein 
nitrogen varied from 40 to 67 mg. per 100 cc. The 
most recent intravenous urogram, January 6, 1956, 
showed improvement in left renal form and func- 
tion, although obvious ureteral and calyceal dilata- 
tion persisted (Figure 1, Right). Right renal func- 
tion was considerably delayed and very poor. 


7 7 7 


Patient B, the five-and-a-half-year-old brother of 
Patient A, was examined at Mary’s Help Pediatric 
Clinic with his sibling. He had identical complaints 
and the physical findings were the same. More than 
100 cc. of residual urine was removed by catheteri- 
zation. Upon intravenous urography the kidneys 
appeared of normal size and shape. However, there 
was slow and poor concentration of the dye in the 
calyces, which were greatly dilated. The ureters 
were not visualized, but the bladder was distended 
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and contained considerable fluid after attempted 
voiding. 

When the patient was hospitalized, June 6, 1955, 
nonprotein nitrogen was 80 mg. per 100 cc. and 
serum electrolytes were within normal range. The 
hemoglobin content was 9.3 gm. per 100 cc. and 
erythrocytes numbered 3,850,000 per cu. mm. No 
abnormalities were noted upon urinalysis and no 
organisms grew on culture media. In-dwelling ure- 
thral catheterization was instituted. 

Cystoscopy and bilateral retrograde pyelography 
were carried out June 8, 1955. Pronounced bladder 
neck contracture and hypertrophy of the interure- 
teric ridge were evident. The extensive dilatation of 
the ureters and renal collecting systems is shown in 
Figure 2. A split-function phenolsulfonphthalein test 
was useless since no dye was recovered within 15 
minutes after intravenous injection. Aerobacter aero- 
genes, in relatively low numbers, was grown on cul- 
tures of urine from the left kidney and the organism 
was sensitive in vitro to Terramycin® and Achromy- 
cin.® Orally administered Sulfose® maintained an 
afebrile state from the time of cystoscopy until oper- 
ation. Three separate transfusions, each of 100 cc. 
of whole blood, were given during the week before 
operation, increasing the number of erythrocytes to 
4,980,000 per cu. mm. Serum nonprotein nitrogen 
decreased only to 65 mg. per 100 cc. despite constant 
drainage by catheter. 
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Figure 2.—Left: Bilateral retrograde pyelogram, preoperative, in Patient B. Right: Intravenous pyelogram, postoperative. 


Suprapubic excision of wedges of posterior blad- 
der neck, interureteric ridge and thickened, redun- 
dant anterior bladder wall was done June 15, 1955 
with open drop ether for anesthesia. Suprapubic and 
urethral catheters were left in-dwelling. Achromy- 
cin was given orally (200 mg. daily) for three 
days, during which time the patient was afebrile. 
The suprapubic tube was removed on the fourth 
postoperative day. Within four hours after removal 
of the urethral catheter on the tenth day, high fever 
developed. The distended bladder could not be 
emptied by voluntary or manual pressure. Within 
several hours a small suprapubic fistula formed and 
leaked urine. An in-dwelling urethral catheter was 
reinserted. During the next three days, serum non- 
protein nitrogen rose from a postoperative level of 
32 mg. to a peak of 94 mg. per 100 cc. Aureomycin® 
and Terramycin® were given intravenously every 
six hours for 36 hours, after which Dicrysticin® 
(penicillin-streptomycin) was given intramuscularly 
for the next three days. 

On June 30, 1955, transurethral revision of the 
bladder neck was done. Very little tissue was re- 
moved with the resectoscope. By July 8, 1955, when 
the urethral catheter was removed, the patient could 
void upon command, but had to be reminded to do 
so at regular intervals. It seemed probable that 
training to empty the bladder, rather than the trans- 
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urethral operation, accounted for the ability to 
void per urethra. 

Aside from minor acidosis, corrected within four 
days by sodium citrate solution taken orally, the 
remainder of the hospital stay was uneventful. The 
patient was dismissed July 14, 1955, at which time 
nonprotein nitrogen was 70 mg. per 100 cc. and 
erythrocytes numbered 4,120,000 per 100 cc. Much 
of the final week of hospitalization was devoted to 
teaching the patient how and when to urinate. He 
was making good progress in this regard when dis- 


charged. 


Serum electrolyte analysis was carried out monthly 
after dismissal from the hospital and the results were 
within normal limits. Serum nonprotein nitrogen 
decreased gradually to 40 mg. per 100 cc. over a 
six month period. The blood cell content remained 
normal. Intravenous urograms showed gradual but 
incomplete regression of the bilateral hydrouretero- 
nephrosis, suggesting some degree of irreversibility. 


When last observed, the patient was still in the 
process of learning urinary control in order to avoid 
wetting his clothing. He was able to go to school but 
had to be sent home occasionally for a change of 
clothing. After such an accident several weeks might 
elapse before major incontinence occurred again. 
Bed-wetting at night was common unless the patient 
was awakened to void every three hours. 
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The most recent excretory urogram, made Novem- 
ber 22, 1955, is shown in Figure 2. 


DISCUSSION 


Because congenital obstruction of the bladder neck 
in brothers is uncommon, the other siblings were 
examined for the presence of unsuspected congenital 
anomalies. In one, a two-year-old girl, spina bifida 
was found. No abnormalities in the urinary tracts of 
the other siblings were noted on gross clinical ex- 
amination, urinalysis and excretory urography. No 
congenital defects other than of the bladder were 
present in the two patients reported upon here. 

Several general urological principles are under- 
scored by the conditions observed and the therapy 
used in these two patients. Diagnosis could have 
been made earlier, but apparently no physician 
recommended urological investigation. Numerous 
investigators'*:12, have emphasized that prompt 
urological study is imperative in children with per- 
sistent urinary symptoms, such as were noted in the 
present cases, or with chronic fever or gastrointes- 
tinal symptoms. Earlier treatment could have been 
made possible by earlier diagnosis and might well 
have prevented the progressive renal damage. 


Institution of urinary drainage is a prerequisite 
to bacteriostatic control, as was demonstrated by 
the negligible effect of antibiotic therapy upon bac- 
teremia in the case of Patient A prior to definitive 
hospitalization. In this case, urethral catheter drain- 
age sufficed. If necessary, cystostomy or nephros- 
tomy should be done without hesitation. Even more 
important than overcoming infection, establishing 
free urinary drainage contributes to dramatic res- 
toration of renal function and renal reserve. 


A note of caution should be voiced against un- 
necessary urethral catheterization or instrumentation 
once residual urine is detected. Such manipulations 
hasten development or dissemination of infection 
and of course superimposition of systemic debility 
or added renal damage from this cause is manifestly 
to be avoided. If multiple urethral catheterization is 
anticipated, in-dwelling catheterization is preferable, 
even for ambulatory, nonhospitalized patients. In 
these instances, free drainage to a collecting bag is 
far better than clamping the catheter and periodi- 
cally releasing the urine from the bladder. In brief, 
all measures are directed toward uneventful im- 
provement of renal function prior to definitive sur- 
gical treatment. 

Curiously, instruction in how and when to urinate 
was necessary in the present cases. These children 
were ignorant of urinary function, since overflow 
incontinence accomplished constant, incomplete 
urination. Postoperatively, careful training was re- 
quired to help them to identify the feel of bladder 
fullness and to inculcate the response of voluntary, 
conscious voiding at four-hour intervals. In this 
process, self-soiling was combated, mainly by ini- 
tiating voluntary gluteal muscle exercises, best vis- 
ualized for the patient by their momentary stoppage 
of micturition during that act. 
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Although surgical relief of bladder neck contrac- 
ture afforded each sibling imperfect restitution of 
renal function, it is clear that remarkable improve- 
ment occurred. These patients were enabled to live 
more sanitarily and a longer life expectancy may 
also be anticipated. Not all patients with bladder 
neck contracture can be salvaged surgically, but, as 
Campbell said, “It is only by treating the many that 
we can help the few.”* 


SUMMARY 


Two young brothers examined because of urinary 
dribbling since birth were found to be uremic fror 
congenital contracture of the bladder neck. Supra- 
pubic wedge-excision of the contractures broughi 
about gratifying improvement of greatly depressed 
renal function. Instruction in how and when tc 
urinate was necessary after operation. 

U. C. School of Medicine, San Francisco 22. 


REFERENCES 


1. Allen, H. P.: Neuromuscular disorders of the urinary 
tract in children, Radiol., 65:325-333, Sept. 1955. 

2. Andreassen, M.: Vesical neck obstruction in children, 
Acta Chirurg. Scand., 105:398-406, 1953. 

3. Beer, E.: Chronic retention of urine in children 
J.A.M.A., 65:1709-1712, Nov. 13, 1915. 

4. Burns, E., Pratt, A. M. II, and Hendon, R. G.: Man- 
agement of bladder neck obstruction in children, J.A.M.A.., 
157 :570-574, Feb. 12, 1955. 

5. Burns, E.: The modified retropubic operation for blad 
der neck obstruction in children, Urol. Survey, 2:1, Feb. 
1952. 

6. Campbell, M. F.: Urology, Volume I, 1954, W. B. Saun- 
ders Co., Phila., pp. 445-452. 

7. Campbell, M. F.: Congenital bladder neck obstructions, 
South. Med. J., 41:99-107, Feb. 1948. 

8. Campbell, M. F.: Clinical Pediatric Urology, 1951, 
W. B. Saunders Co., Phila., pp. 299-306; 309-314. 

9. Charnock, D. A.: Management of the dilated ureter, 
J.A.M.A., 157:574-576, Feb. 12, 1955. 

10. Emmett, J. L., and Helmholz, H. F.: Transurethral 
resection of the vesical neck in infants and children, J. Urol., 
60:463-478, Sept. 1948. : 

11. Greene, L. F., Emmett, J. L., Culp, O. S., and Ken- 
nedy, R. L.: Urologic abnormalities associated with congeni- 
tal absence or deficiency of abdominal musculature, J. Urol., 
68:217-229, July 1952. 

12. Lich, R., Jr., and Maurer, J. E.: The surgical relief of 
vesical neck obstruction in children, South. Surg. 16:127-131, 
Feb. 1950. 

13. Lich, R., Jr., and Maurer, J. E.: Congenital hydrone- 
phrosis, J.A.M.A. 157:577-579, Feb. 12, 1955. 

14. Richardson, E. H.: Diverticulum of the ureter: A col- 
lective review with report of an unique example, J. Urol., 
47 535-570, May 1942. 

15. Scardino, P. L., The management of ureteral obstruc- 
tion in children, J. Med. Assn. Ga., 40:164-170, April 1951. 

16. Swenson, O., and Fisher, J. H.: The relation of mega- 
colon and megaloureter, New Eng. J. Med., 253:1147-1150, 
Dec. 29, 1955. 

17. Thompson, G.: Urinary obstruction of the vesical neck 
and posterior urethra of congenital origin, J. Urol., 47:591- 
601, May 1942. 

18. Wilensky, A. O.: The “Mega” syndromes. The com- 
mon relation of the various manifestations to the autonomic 
nervous system, Am. J. Med. Sci., 208:602-618, Nov. 1944. 

19. Young, B. W.: A retropubic approach to vesical neck 
——— in children, Surg., Gynec. and Obst., 96:150-154, 

eb. 1953. 


CALIFORNIA MEDICINE 

















MEDICINE 


For information on preparation of manuscript, see advertising page 2 


DWIGHT L. WILBUR, M.D. Editor 
ROBERT F. EDWARDS Assistant to the Editor 


Executive Committee—Editorial Board 
FRANK A. MacDONALD .....--ce- Sacramento 


DONALD A. CHARNOCK, M.D. . . Los Angeles 
DONALD D. LUM, M.D. . . Alameda 
IVAN C, HERON, M.D. . . San Francisco 
JAMES C. DOYLE, M.D. . . Beverly Hills 


. San Francisco 


ALBERT C. DANIELS, M.D. (ex-officio) . 
° . San Francisco 


DWIGHT L. WILBUR, M.D. . 





Ta, 


Medicare 


MEDICARE, a new word in the medical lexicon, is the 
coined term to describe the new program ‘of the De- 
partment of Defense for providing medical and hos- 
pital care for the dependents of military personnel. 
While such care has traditionally been provided by 
the armed forces since 1818, various obstacles such 
as lack of clear legal responsibility and authoriza- 
tion, location of many dependents at a distance from 
military hospitals and other factors have operated 
to prevent a complete and suitable program for those 
who might be considered eligible for benefits. 

The Congress earlier this year adopted, and the 
President signed, Public Law 569, which provides 
that such care will be given to military dependents, 
either through federal establishments or through 
private sources. 

Under the terms of this law, many California 
physicians may soon find themselves with patients 
who otherwise might have gone to military hospitals 
or have foregone needed care. 

Our peacetime military establishment totals about 
3,000,000 men, who are estimated to have about 
2,000,000 dependents. The latter figure is strictly an 
estimate and may run considerably higher when and 
if an accurate tabulation is made. 

Government sources estimate that about 40 per 
cent of the dependents, or about 800,000 persons, 
are not able today to obtain medical care because 
military hospitals are not available. Under the new 
law, it is hoped to make medical and hospital bene- 
fits to these dependents uniform throughout the 
land, regardless of whether military or civilian fa- 
cilities are used. 

Further estimates show that with few exceptions 
our military men have incomes of less than $7,000 
annually, and that 63 per cent have annual incomes, 
including base pay and maximum allowances, of 
less than $3,300 annually. If this number is included 
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with the next higher income bracket, an estimated 
82 per cent of all military personnel receive less 
than $4,300 a year. 

From these figures it is readily seen that the mili- 
tary dependents fall within or close to the income 
brackets normally used in service-type voluntary 
health insurance programs such as California Physi- 
cians’ Service. 

Under the Medicare program, military dependents 
will receive virtually complete medical, surgical and 
hospital coverage. Included in the program will 
be complete obstetrical and maternity care, hospi- 
talization up to 365 days for each admission, treat- 
ment for medical and surgical conditions, treatment 
for contagious diseases and medical-surgical care 
for accident cases. 

This entire program will be administered by the 
Department of Defense, which has taken a realistic 
attitude from the very start on the matter of deal- 
ing with private physicians and private hospitals. 
Spokesmen for the Defense Department have made 
it clear in their meetings with physicians and hospi- 
tal representatives that they want to utilize private 
facilities in a normal manner, that they want the 
military dependents to have free choice and that 
they expect to pay reasonable fees for the private 
care provided. 

This is a rather far cry from earlier experiences 
with the Veterans Administration, where the Cali- 
fornia “home-town” medical care program has had 
to overcome numerous obstacles apparently placed 
in the way of C.P.S., as the administrative agency, 
by governmental employees who would prefer to see 
the plan handled by the VA itself. In California it 
was long ago decided that C.P.S. was the physicians’ 
own organization and the one body which could be 
counted upon to handle the VA program with the 
physicians’ interest in mind. 

Under the Department of Defense plans for Medi- 
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care, California Physicians’ Service will again be 
called upon to serve as the administrative agency in 
this state. Its operating machinery and its know-how 
both in providing needed services and in handling 
administrative details will be a boon to California 
physicians participating in the program. 

Fortunately, the attitude of all Department of De- 
fense representatives to date has been one of en- 
lightened cooperation. The Department has asked 
the state medical associations to name their own 
administrative agencies. It has asked them to sug- 
gest proper schedules of fees for the various services 
anticipated. It has asked them to name advisory 
committees to counsel with governmental representa- 
tives in achieving optimum results. It has stated 
publicly its desire to keep red tape to the minimum. 

On the basis of Department of Defense announce- 
ments to date, it is reasonable to expect a smooth 
operation which will provide a maximum of benefits 
to the maximum number of beneficiaries, on the 
basis of fair fees and minimum red tape. 

California physicians have been well represented 
in all the planning stages of this program. The Coun- 
cil of the California Medical Association has named 
a special committee to represent it in this program, 


and full reporting has been provided. The C.M.A. 
has, further, been signally honored in having had 
its Relative Value Studies used as the basis for the 
setting of medical, surgical, pathological and x-ray 
fees for this program. The unit values stated in thes: 
studies may be readily converted into dollars an: 
cents by the application of a dollar factor for eac 

section of the studies. While this dollar factor ma 

vary from one area of the country to another, th 

relativity of fees may easily be maintained and a 

parties concerned assured of fair treatment on tl 

question of fees. 

Medicine has a splendid opportunity under tl 
Medicare program to show how medical care ca 
be provided by private facilities for a large numbe 
of civilians who are essentially governmental ward 
Under proper medical administration, the privai 
physicians have opportunity to give their best t 
many citizens who have heretofore accepted wha 
ever was offered, if anything. If medicine come 
through as anticipated, it is obvious that the D: 
partment of Defense objective in making medica 
and hospital care uniform throughout the service 
and thereby building up military morale will be wel 


realized. 
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Care of the Patient W 


INTRODUCTION 


THE CANCER COMMISSION of the California Medical 
Association has prepared this article on the care of 
the patient with advanced cancer, to help the attend- 
ing physician to meet his responsibilities by bring- 
ing together in this article the various methods 
which are of assistance in such situations. It is real- 
ized that much that will be said is not new; and that 
all methods may not have been included; it is hoped, 
however, that the material present will act as a stim- 
ulus and point out avenues of approach in the 
handling of these patients. 


THE ATTENDING PHYSICIAN'S RESPONSIBILITY 


The physician who undertakes definitive treat- 
ment of cancer in any patient immediately assumes 
certain definite obligations to his patient. First, 
after completion of the initial treatment he should 
have his patient return to his office for periodic 
examination and observation, to be certain that 
there has been no return or spread of the cancer 
he has treated. Secondly, he should be prepared to 
institute prompt treatment if the cancer does recur. 
Finally, he should be willing to accept the heart- 
breaking chore of the care of this patient in the 
event that far spread metastasis develops. 


In the actual care of the patient with advanced 
cancer there are certain basic responsibilities: 


1. The maintenance of morale in the patient and 

family. 

To do this adequately and properly the physician 
should practice a form of psychotherapy. Or, as it 
might be expressed, this portion of the patient’s 
care is based on the art rather than the science of 
medicine. 

Avoid at all costs giving the patient the idea that 
nothing further can be done to check. the course’ of 
his disease. Always hold out, in some manner, a 
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hope to which the patient can cling that something 
of value can be done. Such assurance may aid in 
making his terminal illness a meaningful and bear- 
able experience instead of one of terror and aban- 
donment. 

Do not limit his activity; keep him a productive 
member of his family and society for as long as 
possible. Let the patient be as active as he desires 
and actively encourage him to continue his normal 
pursuits as much as he can. 

Never hesitate to suggest the possibility of con- 
sultation. This will strengthen the patient’s belief 
and the family’s belief that you are doing every- 
thing possible to help him. It will give him, and you 
also, the opportunity to discuss with other compe- 
tent individuals the problem with which all of you 
are faced. 

Never, under any condition, abandon the patient. 
It is not the fear of death, but of dying, which is 
almost universal; if to this is added a sense of 
being abandoned, the patient may become terror 
stricken. 


2. Make the prognosis clear to some responsible 
member of the family. 

Be sure that the whole problem is discussed and 

that all of the various avenues of care are outlined. 
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Discuss the possibility or advisability of consulta-— 


tion. Guide the patient into putting his or her per- 
sonal affairs into proper condition. 


3. Use any and every available method to slow 
the progress of the disease. 
This should not be done to prolong a painful, 
miserable existence, but rather in the spirit of keep- 
ing the patient comfortable and useful. 


4. Keep the patient as free of discomfort as pos- 
sible through the use of mild narcotics, stimu- 
lants and euphoria producing drugs. 


5. Explain to the patient and the family the 
problem of cancer quackery. 


The patient with incurable cancer is prey to 
many individuals, and he and his family will be 
subjected to much advice as to various “cures.” The 
attending physician should not hesitate to discuss 
cancer quackery frankly. He may do well to tell the 
patient and the family that he stands ready to give 
quite candid advice as to any so-called cure they may 
hear about. It is only by a very factual approach 
that we can prevent these people from falling into 
the hands of the quacks. 


METHODS OF TREATMENT OF ADVANCED CANCER 


Surgical 

Many patients with incurable cancer can be bene- 
fited by a properly planned surgical procedure. The 
measure of whether or not the procedure is worth- 
while is not based on its being either a simple or 
complicated procedure, but rather on the simple 
factor of “Is the patient going to be relieved of 
discomfort and distress and enabled to live a more 
comfortable life?” Following are some examples of 
operations which can bring marked benefit in the 
instances cited. 


1. Ulcerating, fungating lesions. Ulcerating, fun- 
gating lesions of the skin, breast or elsewhere, 
whether primary or secondary, can sometimes be 
widely excised and covered with a skin graft. This 
may relieve the patient of several problems: The 
foul smelling growth; the debilitating effect of a 
secondarily infected draining area; the visual pres- 
ence of the threat to his life; and, in some instances, 
pain. 


2. Respiratory obstruction. Nothing could be 
more distressing than the sense of slowly strangling 
to death and of fighting and struggling for each 
breath of air. Tracheostomy should often be per- 
formed in patients with a respiratory obstruction. 
It will bring with it immediately a tremendous im- 
provement in their sense of well being and their 
general outlook on life. They should have thorough 
instruction in the care of the tracheostomy tube. 


3. Intestinal obstruction. Large bowel obstruc- 
tion should usually be relieved. If possible, the 
lesion should be resected and an anastomosis per- 
formed—even though the disease is advanced and 
incurable. In addition to relieving the obstruction, 
it also removes the ulcerative, necrotic, infected, 
and usually bleeding growth. The avoidance of the 
colostomy under these conditions eliminates one 
more problem for the patient and family. If the 
lesion cannot be resected, or if it can be resected 
but anastomosis is not possible, then colostomy, of 
course, can be performed. Both patient and fam- 
ily, then, should be instructed in the care of the 
colostomy. The bad name which colostomies have 
received is usually due to improper care; this, in 
turn, usually is due to inadequate education of 
patient and family. It is much more desirable to do 
a short-circuiting operation and anastomose ileum 
to colon, and construct a cutaneous mucosal fistula 
than it is to do a cecostomy. 


Obstruction of the small bowel is in a different 
category. Often very little can be done in these 
situations because the obstruction is produced 
by extensive carcinomatosis. However, in some 
instances a single lesion or two lesions will be pro- 
ducing the obstruction, in which event resection 
and anastomosis will relieve the obstruction and be 
productive of comfort. 


4. Urinary tenesmus. Carcinoma of the bladder 
often produces severe urinary tenesmus and fre- 
quency. When the growth cannot be controlled by 
either transurethral resection or radiation, and 
when tenesmus and frequency become a problem, 
consideration should be given to ureteral transplant 
to the large intestine. The symptomatic relief often 
afforded by this procedure makes it well worth 
while. 


5. Urinary obstruction. If this is due to carci- 
noma of the prostate, it is frequently relieved by 
transurethral resection. This procedure would seem 
preferable to a permanent catheter or a cystostomy. 


6. Jaundice. When a neoplasm totally obstructs 
the common duct the resultant jaundice is usually 
accompanied by anorexia, sometimes pruritus, and 
at times the symptoms of cholangitis. The obstruc- 
tive jaundice will not, of its own accord, produce a 
rapid death. It is desirable, in most instances, to 
relieve the jaundice by anastomosing either the 
gallbladder or common duct to some part of the 
small intestine. If this is not possible and the pa- 
tient has pruritus, it may be desirable then to 
placé a drainage tube into some portion of the 
hepatic tree and establish an external biliary 
fistula. 


7. Ascites and pleural effusion. Massive pleural 
effusion produces a variety of discomforts, the 


CALIFORNIA MEDICINE 














most prominent of which is dyspnea. Repeated tap- 
sings will remove the fluid and temporarily relieve 
c.stress. In many instances the rapid accumulation 

fluid can be relieved by x-ray therapy, the 
instillation of radioactive isotopes or nitrogen mus- 
tard, HN. The latter procedure sometimes is the 
more easily applied. After as much fluid has been 
withdrawn as possible, sufficient nitrogen mustard 
is dissolved; 1 mg. per cc. of physiological saline 
to be the equivalent of 4 tenths of a milligram per 
kilogram of body weight. This is then instilled 
rapidly into the drained cavity, the needle flushed 
with saline and withdrawn; the patient is instructed 
to roll around so as to distribute the nitrogen 
mustard throughout the cavity. The process can be 
repeated as often as the fluid reaccumulates, as long 
as two weeks intervene between the times of the 
nitrogen mustard instillations. When nitrogen mus- 
tard instillations are used repeatedly, the blood 
count, particularly the leukocytes and _ platelets, 
must be carefully watched. However, damage to the 
hematopoietic system from nitrogen mustard ad- 
ministered in this fashion is not as likely as when 
it is administered intravenously. Great care must be 
taken, of course, to be sure that the nitrogen mus- 
tard is introduced into the free cavity and that none 
of it is introduced beneath the tissues. 


successful in controlling 
is not tolerated, one 








therapy. These compounds advantage of 
not being irritating to tissue and may be used if 
nitrogen mustard causes a tissue reaction. Also, if 
600-1,000 cc. of fluid is left in the pleural cavity 
prior to instilling the nitrogen mustard, the irri- 
tating effects may be reduced sufficiently to be 


tolerated by the patient. 


8. Pathological fractures. These are not uncom- 
mon and are productive of pain, discomfort and 
usually immobilization of the patient. Where possi- 
ble, internal splinting. or some other form of rigid 
fracture fixation should be done, which permits the 
patient to be out of bed and partially active. X-ray 
therapy administered to such areas will often pro- 
mote rapid healing. 


9. Intractable pain. There is a variety of neuro- 
logical procedures for the relief of intractable pain: 
Cordotomy, nerve root section, alcohol injection of 
nerves, prefrontal lobotomy, and other similar pro- 
cedures. There should be no hesitancy in either 
advising or carrying out such procedures when it 
is apparent that the patient has intractable pain, 
controllable only by large, repeated doses of nar- 
cotics, provided that the patient has sufficient life 
expectancy to justify operative procedures. 
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10. Castration. Orchiectomy has been of great 
value in the control of prostatic cancer and has not 
only been productive of relief of pain and urinary 
obstruction in many patients, but it has also pro- 
longed life. Many urologists advocate doing this 
immediately after the diagnosis is established. 
Others prefer to await the development of pain 
from metastasis, urinary obstruction, or other simi- 
lar problems; and in the interval will treat the 
patient with estrogens. 


11. Induction of artificial menopause. In pre- 
menopausal women with disseminated carcinoma 
of the breast, suppression of ovarian function is 
recommended as the initial effort in steroid therapy. 
Objective regression will occur in 30 per cent to 
40 per cent of such patients, and the remissions so 
induced will vary in duration from several months 
to a year or more. Inactivation of ovarian function 
by x-radiation is an acceptable alternative, when 
indicated, for oophorectomy. Dosage must be gradu- 
ated to physiologic age. 

12. Adrenalectomy. Removal of the adrenal 
glands for control of metastatic carcinoma of the 
breast must be regarded still as an experimental 
procedure. A definitive analysis should be com- 
pleted and published in the J.A.M.A. during 1956, 
from pooled data of the Subcommittee on Steroids 
and Hormones, Research Committee, American 
Medical Association. Adrenalectomy is more likely 
to produce objective regression of disease in women 
who have previously enjoyed remission from ste- 
roid therapy (oophorectomy or administered steroid 
hormones); about 40 per cent of these patients 
respond favorably. In patients not responsive to 
prior steriod therapy, adrenalectomy is not often 
effective. Remissions when achieved seem to aver- 
age about 9 months in duration. 

In prostatic carcinoma, adrenalectomy seldom 
induces genuine regression of skeletal disease, and 
the few remissions obtained are usually of only 
three to four months in duration. 


13. Hypophysectomy. This procedure is the ulti- 
mate form of physiologic derangement within the 
body and its employment should be limited to those 
few centers interested in a study of such experimen- 
tal procedures. It is difficult to assay its value 
because it is doubtful that the procedures performed 
to date have completely inactivated the gland. Esti- 
mates vary as to its effectiveness from 25 to 50 per 
cent. At present, there are indications that removal 
of the pituitary in the nonadrenalectomized patient 
is of the same relative effectiveness as adrenalec- 
tomy. 

Each case must be individualized and studied 
carefully, and there should be no hesitancy in ob- 
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taining consultation when the physician is faced 
with the need of determining whether or not a sur- 
gical procedure will be of real value to his patient. 
Patients should be carefully selected so that the life 
expectancy justifies the use of such palliative 
procedures. If the physician elects to operate upon 
the patient, he must carefully discuss it with the 
patient and the family and explain the advantages 
—and to the family, the risks. While the physician 
should not hesitate to urge such a procedure when 
he is of the opinion it will offer real help to the 
patient, the final decision will, of course, rest with 
the family and the patient, and will be based upon 
the advice given by the physician. Therefore, the 
physician must be careful and objective in his pres- 
entation, and be neither overly enthusiastic nor un- 
duly pessimistic about what can be accomplished. 


Steroid Hormones 


In two major types of cancer steroid hormones 
have become important palliative agents. 


Prostatic carcinoma. Estrogenic steroids are usu- 
ally effective both by subjective and objective cri- 
teria. Diethylstilbestrol, 15 mg. or more daily, or its 
equivalent, should be given for at least 3 months. 
In patients resistant to estrogens, a more cautious 
trial with androgenic hormone is justifiable. 


For carcinoma of the breast, hormone therapy 
should preferably be employed when the disease is 
too extensive for radiation therapy or when it is 
radio-resistant. The choice of hormone is governed 


Patients Premenopausal 
(or less than 5 years following natural menopause) 


SEQUENCE OF PALLIATIVE STEROID 
THERAPEUTIC MEASURES 


|. OCOPHORECTOMY OR ROENTGEN CASTRATION 


PROGRESSION 
OR CONTROL FOR LESS 
THAN 6 MONTHS 


REGRESSION 
FOR 6 OR MORE 


2.R, ANDROGEN 


ZREACTIVATION 
R, ESTROGEN 


REGRESSION 
CONTINUE Py 


PROGRESSION 
NO fF, (SEE TEXD 


REGRESSION 
CONTINUE Ry 


PROGRESSION 
NO f (SEE TEXT) 


REACTIVATION REACTIVATION 


3. ANDROGEN 3.R ESTROGEN 


? 


FURTHER THERAPY OF UNDETERMINED_EFFECTIVENESS 


1. COMBINED ANDROGEN - ESTROGEN 
2. CORTISONE - HYDROCORT! SONE 
3. PREON! SOLONE. 


by the physiologic age of the patient as indicated by 
ovarian function, and as indicated by the accom- 
panying flow charts. It should be borne in mind 
that androgenic steroids should not be used for post- 
menopausal women, for whom estrogens are more 
effective for both skeletal and soft tissue metastasis. 
Dosages most commonly employed are: 


Androgen—Testosterone propionate, 50 mg., ir 
oil, injected intramuscularly 3 times weekly. 
Estrogen—Diethylstilbestrol, 15 mg., orally, daily 
Other substances may be employed, but in pro. 
portionate androgenicity or estrogenicity to the 
above dosages. Except in cases of obvious progres- 
sion, treatment should be continued for at least 3 
months. 


Radiological 

Many patients with incurable cancer can be bene- 
fited by a properly planned radiological procedure. 
In addition to x-ray therapy there is radium, radio- 
active isotopes, radon seeds and other types of 
ionizing beams. 

Radiation, like surgical operation, should be used 
with great care and skill, for if improperly used it 
can lead to the production of necrosis and ulcer- 
ation which can be as much a problem as the 
cancer itself. Judiciously uséd, it will slow the prog- 
ress of the disease, relieve pain from metastasis, 
destroy some of the foul, fungating lesions which 
are seen on skin, breast, cervix and oral cavity, and 
in the cases of the lymphomas and leukemias will 
be one of the very few methods available for defini- 
tive therapy. 


‘\. Radiotherapy has its greatest usefulness in the 


following areas: Skin, lip, oral cavity, nasopharynx, 
larynx, breast, uterine fundus and cervix, testicle, 
ovary, metastasis to bone, lymphomas,” leukemias 
and Ewing’s sarcoma of bone. Ft"is also of benefit 
in selected cases of cancer of the thyroid, thymus, 
lung, esophagus, bladder and kidney; and in certain 
cases of soft tissue sarcoma. 


The value derived from this therapy will depend 
largely upon the care with which one delivers the 
dose of irradiation to the area of disease (by adroit 
selection of the quality of the beam, number of 
fields, and duration of treatment). The total dosage 
to be administered should be carefully planned so as 
to insure the best control possible of the disease 
being treated. X-ray therapy cannot be repeated 
ad infinitum to the same area without bringing on 
tissue damage and the possibility of necrosis. When 
it is believed that it will be necessary to treat an 
area more than once, then the initial dosage must 
be below cancerocidal levels. 


Radium needles and radon seeds may be utilized 
in the treatment of lymphnode metastasis, either 
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primarily or as a supplement to x-ray therapy. They 
cin be implanted in a number of the ulcerative 
ksions involving such areas as skin, breast, oral 
c.vity, bladder and rectum. Properly used, they can 
costroy an ulcerative lesion and lead to healing, 
\ ith resultant relief of the distress and discomfort. 


Patients 5 or More Years Postmenopausal 
(or more than 6 months after artificial menopause) 


SEQUENCE OF PALLIATIVE STEROID 
THERAPEUTIC MEASURES 


Py 1. ESTROGENS 


REGRESSION 


_ CONTINUE Fy 


REACTIVATION 


WRG 


a 


TABLATIVE (EXPERIMENTAL); 


‘FoR BIOLOGICALLY OPERABLE, 
YOUNGER PATIENTS 

1. ADRENALECTOMY 

2. HYPOPHYSECTOMY 


(OTHER wile 

‘tL. COMBINED ANDROGEN - ESTROGEN 
2.CORTISONE - HYDROCORTISONE 
3. PREDNI SOLONE 


Radioactive Isotopes 


Radioactive Iodine. This has shown promise in 
the control of about 2 per cent of thyroid cancer, 
usually in the so-called “metastasizing adenoma” or 
the physiologically active metastasis. However, 
knowledge of it is still so incomplete that its use is 
limited to research ‘centers with personnel versed in 
administering it. 


Radioactive Phosphorus. The principal usage of 
this isotope therapeutically has been in the treat- 
ment of certain cases of leukemia and polycythemia 
vera. It has been no more effective than any other 
form of radiation therapy. 


Radioactive Colloidal Solutions. These have been 
used as colloidal gold and colloidal chromic phos- 
phate with radioactive phosphorus for instillation 
in pleural and abdominal cavities in an effort to 
control the formation of fluid. These substances 
have also been injected in and near metastasis with 
the hope that it would be picked up and deposited 
in metastatic lymphnodes. The success of this has 
been questionable. 


Radioactive Cobalt. This is merely a substitute 


for radium and is used in much the same fashion, 
either in the form of a large source containing sev- 
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eral grams, or in the form of needles, wires or 
solutions. Therapeutically it has no appreciable ad- 
vantage over radium. 


Chemotherapy 


For the most part, the drugs in this chemo- 
therapy list are of an experimental nature and when 
they are used it should be done only after an ex- 
plicit understanding between doctor, family and 
patient—that they are experimental and that the 
results are uncertain. Some of the drugs listed are 
on the market and are available on prescription. 
They should not be employed until after the well 
established methods of palliation (such as radio- 
therapy and surgery) have been utilized to the limit 
of their effectiveness. Others are available only 
through the research departments of the several 
pharmaceutical companies. Virtually all of them 
have been tried on a variety of forms of cancer— 
usually without much success. Occasionally a star- 
tling result is observed. While their value in most 
instances is dubious, there is probably no reason 
for not attempting to use them under carefully con- 
trolled conditions, if all other methods of therapy 
in common usage have been exhausted. 

The following drugs are available on prescrip- 
tion: 


1. RADIOMIMETIC COMPOUNDS 


(a) Nitrogen mustard is administered intraven- 
ously, injected into the tubing of a free-flowing 
saline or glucose infusion, usually in a solution of 1 
mg. per cc. of solution, with a total cumulative 
dosage in any one course that does not exceed 0.4 
mg. per kilogram of body weight. Usually the 
course of therapy is divided into from 4 to 6 injec- 
tions, but this is variable among its many users. It 
has a rather profound effect upon the hematopoietic 
system and will cause a sharp reduction in the 
leukocytes and platelets. Whenever it is used, fre- 
quent blood counts are required, and if the courses 
are repeated very often, bone marrow studies 
should be done. It has its best usage in the treat- 
ment of the lymphomas and leukemias. Further- 
more, in such situations it may, so to speak, 
resensitize the patient to additional x-ray therapy. 
Some investigators have felt that it has been of 
benefit in the treatment of carcinoma of the lung 
and at least one investigator has felt that it has 
been of some value in the treatment of metastatic 
cancer in many forms when combined with corti- 
sone. Shortly after administration of the material 
the patient usually becomes quite nauseated. For 
this reason the patient may be heavily sedated 
shortly before the material is given. When this is 
done he may be able to sleep through the period of 
nausea and not be unduly distressed. Nitrogen mus- 
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tard has also been introduced intra-arterially to 
produce a locally destructive effect upon a tumor 
not otherwise treatable. This has been tried mainly 
in the oral cavity and in the pelvic area. This is an 
experimental procedure of questionable value, suit- 
able only in research centers. 


(b) Triethylene melamine (TEM). This is a 
close relative to nitrogen mustard. It may be taken 
orally, a distinct advantage. It is packaged in 1 and 
5 mg. tablets. It has been used in the treatment of 
lymphomas, the usual dosage being 5 mg. a day for 
a period of 3 days, followed by a rest period. It is 
inadvisable to readminister TEM at intervals shorter 
than one week. It has a rather profound effect on the 
hematopoietic system which may appear quite sud- 
denly, without warning. Patients receiving this type 
of therapy must be watched very closely with re- 
peated blood counts. At the first sign of any depres- 
sion of either the leukocytes or platelets the therapy 
must be discontinued immediately. Its actual values 
are hard to assess. Some investigators feel that they 
have accomplished a great deal with it in the control 
of some of the lymphomas. 


Triethylene melamine has been used also in the 
treatment of widespread ovarian carcinoma, the 
usual dosage being 5 mg. a day for a period of 
3 days. Approximately 30 to 40 per cent of the 
patients so treated are said to show rather prompt 
regression of their metastatic lesions and relief 
from their symptoms. The duration of this benefit, 
however, is said not to be too long but to be meas- 
ured in a period of months. Again, when other 
methods of therapy have failed, the usage of tri- 
ethylene melamine in such patients would seem 


justified. 


The next compound is not on the market but is 
available only through research laboratories of the 
pharmaceutical houses. 


(c) Triethylene thiophosphoramide (thio-TEPA). 
This preparation has been substituted for triethylene 
phosphoramide (TEPA). It does not have quite as 
depressive an effect upon the bone marrow. It is 
administered in 10 mg. doses, intramuscularly, 
every second day until a dose of 1.0 to 2.0 mg. 
per kilogram of body weight has been given. The 
patient must be watched closely for depression of the 
hematopoietic system. Ordinarily the first signs of 
such depression are in the leukocyte or platelet 
counts. The drug should be discontinued if the 
number of leukocytes falls below 4,000 per cu. mm. 
A leukocyte count should be done before each in- 
jection and a platelet count once a week. 


Thio-TEPA is said to be of value in the treat- 
ment of melanoma, soft tissue sarcomas and some 
of the lymphomas. 
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(d) Myleran. This has been used in the treat- 
ment of “radioresistant” stages of myeloid leu- 
kemia. The initial dosage is usually 4 to 8 mg. a 
day (2 to 4 tablets) until the leukocyte count ap- 
proaches normal levels with a reversion toward 
more mature cells of the polymorphonuclear series 
and the spleen has regressed. Then a maintenance 
dosage is established. This will vary from patient to 
patient and may be 2 mg. a day or 2 mg. twice 
a week. However, the dose level is based on the 
individual patient. It has a depressant effect on the 
bone marrow and the patient’s blood count must be 
watched carefully throughout the whole course of 
therapy. During the initial phases the count should 
be taken approximately twice a week, and after 
maintenance has been established, about once : 
week. The platelets as a rule are the most sensitiv 
and are the first blood elements to decrease whe 
drug tolerance is exceeded. It is also recommende 
that periodic bone marrow examinations be done. 


2. ANTIMETABOLITES 


(a) Antifolic compounds. There are quite a 
number of these, of which the best known is Ami- 
nopterin, now largely replaced by Amethopterin 
(Methotrexate). Its greatest value is in the treat- 
ment of acute lymphatic leukemia of childhood. It 
has not proven to be of any real value in adults. It 
is used at first to gain control of the disease and then 
for maintenance by regulation of the dosage needed 
for this purpose. The dosage varies from patient to 
patient, but commonly 0.5 to 1.0 mg. of Aminopterin 
or 2.5 mg. of Amethopterin once a day is required. 
This is increased or decreased according to tolerance 
of the patient, so as to determine that dosage which 
is just below tolerance levels. The signs of drug in- 
tolerance are ulcerative lesions in the mouth and 
profound depression of the hematopoietic system. 
Patients on this therapy should have frequent blood 
counts (once or twice a week), should be examined 
daily during the initial phase of therapy and once 
a week thereafter. Once initial control of the disease 
has been secured, the maintenance dose should be ap- 
proximately half of the original therapeutic dose. In 
the very acute phases of the disease the Aminopterin 
may be combined with cortisone therapy to obtain 
remission. Eventually the patient develops resistance 
to this drug and other means of therapy should be 
sought. 


(b) Antipurines.*The one most commonly in use 
today is 6-Mercaptopurine (Purinethol,® 6-M.P.). 
Its greatest value is in the treatment of acute lymph- 
atic leukemias in childhood. It may be used alone or 
in combination with an antifolic compound or with 
cortisone. The dosage varies between 50 and 200 
mg. a day and is approximately 2.5 mg. per kilo- 
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gram of body weight per day, but may be increased 
to 5 mg. per kilogram per day. During its adminis- 
tration blood counts should be taken twice a week. 
Treatment should be stopped or the dose reduced if 
there are signs of profound effect on the hematopoi- 
etic system. 


Psychotherapy 


This is nothing more or less than a common 
sense, cheerful approach to a difficult problem of 
patient care. As was noted earlier, one of the prime 
responsibilities of the physician in patients with 


incurable cancer is the maintenance of morale. In . 


order to do this, one must use a form of psycho- 
therapy of trying to encourage the patient, of trying 
to help him when his problems are difficult, of see- 
ing to it that he is comfortable, and of holding out 
to him some ray of hope that he can be definitely 
helped to overcome his problem. The physician 
should not neglect the time-honored_technique of 
“hand holding.” Under this we might ‘include fre- 
quent contact with the patient and the family, either 
by way of the telephone or in person, simply to talk 
to the patient and the family so that both will feel 
reassured that the physician constantly keeps them 
in mind. The physician should not hesitate to ex- 
plain any and all aspects of the problem to the 
family and to the patient, such of them as he feels 
will be of value. He should encourage the patient 
and the family to ask questions. He should, how- 
ever, always temper his answers so they do not 
des whatever hope he may have~ 

Flat predictions concerning longevity should be 
avoided. Occasional patients with advanced disease 
exhibit some degree of spontaneous regression. 
Incomplete removal of some cancers, or palliative 
irradiation, may result in long-term survivals. Such 
variations in the natural history of cancer consti- 
tute much of the “success” of quack treatment after 
a physician has predicted that death will occur in 
some arbitrary period of time. 


Medication 


There is a variety of medications on the market 
which can be used for an equal variety of purposes 
such as relief of pain, to instill a sense of well- 
being, to help in the maintenance of adequate nutri- 
tion, and so on. These medications include: 

1. Analgesics. The principal ones in this group 
are aspirin and the various aspirin compounds and 
codeine. These drugs, in spite of their mild action, 
will often do a great deal in controlling mild pain 
for long periods of time, particularly if combined 
and given with reasonable frequency. Use of them 
should be encouraged. 

2. Narcotics. These, of course, are to control 
pain and include such drugs as codeine, meperidine 
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hydrochloride (Demerol®), morphine, dihydromor- 
phinone hydrochloride (Dilaudid®), and levorphan 
tartrate. Pain killing drugs should never be denied 
to a patient in doses adequate to control discomfort. 
However, the physician must be very careful to keep 
the amount used at a minimum level and to use first 
the least habit-forming drugs. The patient who has 
developed a large tolerance to pain-killing drugs 
may present a tremendous problem. 

3. Sedatives. Some of the barbiturates dull the fac- 
ulties and lower the level of perception. The usage of 
small doses of them on a constant, periodic basis will 
often lessen the sensibilities without interfering with 
ordinary activities. They should be used deliberately 
for this purpose. They should also be combined with 
the sleep-producing barbiturates for night-time 
usage. © 

There is a larger and increasing number of non- 
barbiturates and tranquilizers now coming on the 
market. How useful these will be will remain to be 
determined, but it would appear that they would be 
of value in the treatment of these patients. 

4. Other drugs. Under this heading can be placed 
those which tend to give the patients a sense of well- 
being, such as chlorpromazine (Thorazine), rau- 
wolfia and dextroamphetamine sulfate. These drugs, 
singly or combined with some of the analgesics or 
sedatives, can be used to produce a mild state of 
euphoria as well as relief from discomfort. The 
patient is often enabled to tolerate his situation 
much better and to face it with considerably more 
optimism than he might otherwise do. The dextro- 
amphetamine series will have some disadvantages in 
that it may affect the appetite unfavorably. 

5. Vitamins. Vitamins of some type should often 
be given to these patients. In the first place, patients 
expect it and feel that it will help them. The psycho- 


therapy of this is very apparent. In the second 


place, vitamins sometimes give the patierit a sense 
of well-being and may well increase the patient’s 
desire to eat. 


General Measures 


There is, of course, a wide variety of general 
measures which should be used in caring for these 
patients. They are mostly designed to take care of 
the small problems which contribute to the patient’s 
comfort. 

1. Nutrition. With many of these people it is 
dificult to maintain their nutrition. The family 
needs to be shown how to find those foods which 
are most appealing to the patient and contain the 
most caloric values. In some circumstances it is 
better not to try to feed the patient regular meals 
but rather to feed him frequently and in small 
amounts. In that case, one of the best plans is to lay 
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out the entire day’s menu and then divide if into six 
or eight small feedings. The addition of nutritional 
supplements in the form of predigested proteins is 


often helpful. 


2. Anemia. Many of these patients have a hemato- 
poietic system which will not produce the required 
amount of blood cells; and others, of course, have 
bleeding lesions which remove cells as fast as they 
are produced. In addition to hematopoietic agents, 
occasional transfusions should be used. These meas- 
ures are not employed in the sense of prolonging life, 
but in the sense of increasing comfort. Usually it is 
not necessary to give enough transfusions to raise 
the hemoglobin to normal levels but merely bring 
patients back to the point where the anemia is only 
moderate instead of severe. 


3. Bed care. Families, as a rule, need to be 
taught the proper methods of bed care so that the 
patient is kept comfortable, does not develop bed 
sores or contractures. Some help should be secured 
through some such organization as the Visiting 
Nurses’ Association, so that the family is taught 
how to give bed baths, enemas, and general care 
for the patient. It is also advisable, many times, to 
teach someone in the family how to administer 
hypodermics so that the patient can receive needed 
medication when it is necessary. 


4. Odors. The odors associated with cancer pa- 


tients may be very troublesome. The family should 
be given instructions as to how these odors can be 
eliminated, or at least reduced. 


5. Fluid accumulations. Fluid accumulations in 


the arms or legs are often a problem. These can be 
combated by elevation of the affected part. In the 
arm this can consist of a suspension apparatus 
which the patient can use at night. In the leg it 
consists of elevating the leg while the patient is sit- 
ting or lying down. The use of elastic stockings 
will also help in reducing fluid accumulations. Diu- 
retic agents are useful in some instances. 


SUMMARY 


The care of the patient with advanced or metas- 
tatic cancer may be a difficult problem for physician, 
family and patient. It is incumbent upon the phy- 
sician, in such cases, to do everything within his 
power to bring peace of mind to the family and to 
the patient. He should consider all of the possible 
avenues of treatment available to him, weigh the 
benefits derived from each against their possible 
disadvantages. He should not hesitate to obtain con- 
sultation from someone who may have more infor- 
mation than he. He should relieve stress and discom- 
fort and keep the patient active, and economically 
and socially useful as long as possible. He should 
prevent the entrance of quacks into the picture. He 
should never abandon the patient but always give 
to the family and the patient a continual sense of 
support in their problem. The job is not one of pro- 
longing an unhappy, uncomfortable, painful, mis- 
erable existence—the job to be done is one of 
giving the patient the best of what life remains to 
him in comfort and usefulness. 

May, 1956. 


CALIFORNIA MEDICINE 





Francis T. BHodaes, AA. D. 


FEW PUBLIC-SPIRITED MEN have been more tireless 
in their efforts for the good of organized medicine 
than Francis Traill Hodges. His tragic death in Au- 
gust of this year as a result of injuries received in a 
dive into a swimming pool saddened many people 
from one end of the country to the other, for he was 
widely known and appreciated. 

Born in Indianapolis in 1907, he was the fourth 
generation of a succession of physicians. His higher 
education was obtained at Harvard and the Univer- 
sity of Indiana. He was graduated in medicine from 
the University of Indiana in 1933 and began general 
practice in San Francisco in 1937. He is survived by 
his wife and three young children. 

He served with the United States Navy during 
World War II and was in the Pacific Theater. He 
attained the rank of Captain, and found time to con- 
tinue with Naval Reserve activities until the eve of 
his death. 

Dr. Hodges was a very active delegate to the Cali- 
fornia Medical Association from the San Francisco 
Medical Society. He took great interest in the forma- 
tion of the American Academy of General Practice, 
and in 1953 he served as President of the California 
Academy of General Practice. 

He became a trustee of C.P.S. in 1951, and was 
President of the organization for the three years 


ending in May of 1956. He remained on the Board 
of Trustees and on the Executive Committee of the 
Board. He was the Commissioner to the National 
Blue Shield from the 11th District, comprising the 
western states and Hawaii, and he was past presi- 
dent of the Western Conference of Prepaid Medical 
Care Plans. 


In addition to all of these activities, he found time 
to participate in the affairs of the Episcopal Diocese 
of California and to be a director of the Canon Kip 
Community Center. He was active on the staff of St. 
Luke’s Hospital in San Francisco. He was a member 
of the Olympic and Commonwealth Clubs, a Scot- 
tish Rite Mason and a Shriner, and he took an active 
interest in aquatic sports and sports car activities. 
Besides all this, he wrote numerous and worthy ar- 
ticles on medical and related subjects. He was in 
practice in San Francisco and his home was in 
Marin County. How did he do it all? Those of us 
who knew him wondered and marveled. 


It has been the privilege of this writer to spend 
many days and hours with him over the confer- 
ence table, and to observe his calmness, wisdom and 
fairness. By all he was respected, by many admired, 
and by those who knew him best, beloved. 


T. Ertc Reynoups, M.D. 


Jn HM#emoriam 


Briccs, Georce Apiet. Died June 10, 1956, aged 76. 
Graduate of the University of California School of Medicine, 
Berkeley-San Francisco, 1905. Licensed in California in 
1906. Doctor Briggs was a member of the Sacramento So- 
ciety for Medical Improvement. 


+ 


CiarKE, Georce W. Died in Los Angeles, March 21, 
1956, aged 83, of heart disease. Graduate of the University 
of Michigan Medical School, Ann Arbor, 1896. Licensed in 
California in 1920. Doctor Clarke was a retired member of 
the Los Angeles County Medical Association and the Cali- 
fornia Medical Association, and an associate member of 
the American Medical Association. 


+ 


Fatconer, Ernest H. Died in Los Gatos, August 11, 
1956, aged 73, of heart disease. Graduate of McGill Univer- 
sity Faculty of Medicine, Montreal, Quebec, Canada, 1911. 
Licensed in California in 1915. Doctor Falconer was a 
member of the San Francisco Medical Society. 


+ 


FINKELBERG, IvAN L. Died in San Bernardino, July 18, 
1956, aged 65, of hypertension. Graduate of the Stritch 
School of Medicine of Loyola University, Chicago, 1916. 
Licensed in California in 1917. Doctor Finkelberg was a 
member of the San Bernardino County Medical Society. 
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Fox, Ann M. Died in Van Nuys, July 23, 1956, aged 40. 
Graduate of the New York Medical College, Flower and 
Fifth Avenue Hospitals, New York, 1943. Licensed in 
California in 1947. Doctor Fox was an associate member of 
the Santa Clara County Medical Society. 


* 


Honces, Francis T. Died in Santa Barbara, August 15, 
1956, aged 49, of injuries received in a dive into a swim- 
ming pool. Graduate of Indiana University School of Medi- 
cine, Bloomington-Indianapolis, 1933. Licensed in California 
in 1938. Doctor Hodges was a member of the San Francisco 
Medical Society. 

+ " 


HoHANSHELT, ANNA S. Died August 8, 1956, aged 64. 
Graduate of the College of Physicians and Surgeons, Los 
Angeles, 1919. Licensed in California in 1920. Doctor 
Hohanshelt was a member of the Los Angeles County 
Medical Association. 


* 


McCracken, Ear Josepu. Died July 17, 1956, aged 43. 
Graduate of the University of Louisville School of Medicine, 
Kentucky, 1947. Licensed in California in 1952. Doctor Mc- 
Cracken was a member of the Los Angeles County Medical 
Association. 
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MerepitH, Harotp Hamitton. Died in Oakland, August 
6, 1956, aged 77, of coronary thrombosis, Graduate of the 
Gross Medical College, Denver, 1899. Licensed in California 
in 1918. Doctor Meredith was a member of the Alameda- 
Contra Costa Medical Association, a life member of the 
California Medical Association, and a member of the Ameri- 
can Medical Association. 


Roserts, Burorp B. Died in Inglewood, July 9, 1956, aged 
56, of heart disease. Graduate of the University of Okla- 
homa School of Medicine, Oklahoma City, 1927. Licensed 
in California in 1935. Doctor Roberts was a member of the 
Los Angeles County Medical Association. 


+ 


Seat, Herman. Died in Encino, July 2, 1956, aged 56, of 
heart disease. Graduate of Tulane University School of 
Medicine, New Orleans, 1922. Licensed in California in 
1946. Doctor Seal was a member of the Los Angeles County 
Medical Association. 

+ 


SHuMAN, Joun Wixu1aM, Sr. Died in Los Angeles, August 
4, 1956, aged 71. Graduate of the University of Pittsburgh 
School of Medicine, 1910. Licensed in California in 1920. 
Doctor Shuman was a retired member of the Los Angeles 
County Medical Association and the California Medical 
Association, and an associate member of the American 
Medical Association. 

+ 


Swanson, Apert J. Died in Costa Mesa, July 10, 1956, 
aged 73, of cancer. Graduate of the Chicago College of 
Medicine and Surgery, 1908. Licensed in California in 1930. 
Doctor Swanson was a retired member of the Santa Bar- 


bara County Medical Society and the California Medical 
Association, and an associate member of the American 
Medical Association. 

be 


Territt, Etwyn Evucene. Died in Pasadena, July 30, 
1956, aged 56, of cancer. Graduate of the College of Medi- 
cal Evangelists, Loma Linda-Los Angeles, 1927. Licensed in 
California in 1927. Doctor Terrill was a member of the Los 
Angeles County Medical Association. 


+ 


TurKEL, AsHER Sicmunp. Died in Los Angeles July 14, 
1956, aged 52, of coronary thrombosis. Graduate of Stanford 
University School of Medicine, Stanford-San Francisco, 1933. 
Licensed in California in 1933. Doctor Turkel was a mem- 
ber of the Los Angeles County Medical Association. 


+ 


Waute, Henry. Died in Oakland, July 22, 1956, aged 
86, of cardiac failure due to coronary arteriosclerosis. Gradu- 
ate of the University of Illinois College of Medicine and 
Surgery, Chicago, 1897. Licensed in California in 1918. 
Doctor Wahle was a retired member of the Alameda- 
Contra Costa Medical Association and the California Medi- 
cal Association, and an associate member of the American 


Medical Association. 
* 


ZatsER, Harry E. Died in August, 1956, aged 77. Graduate 
of the St. Louis College of Physicians and Surgeons, 1902. 
Licensed in California in 1914. Doctor Zaiser was a retired 
member of the Orange County Medical Association and the 
California Medical Association, and an associate member of 
the American Medical Association. 
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CALIFORNIA MEDICAL ASSOCIATION 


Annual Meeting 


Ambassador Hotel 
LOS ANGELES 


April 28 - May 1, 1957 


Papers for Presentation 


If you have a paper that you would 
like to have considered for presenta- 
tion, it should be submitted to the 
appropriate section secretary (see list 
on this page) no later than November 
19, 1956. 


Scientific Exhibits 


Space is available for scientific 
exhibits. If you would like to present 
an exhibit, please write immediately to 
the office of the California Medical 
Association, 450 Sutter Street, San 
Francisco 8, for application forms. To 
be given consideration by the Commit- 
tee on Scientific Work, the forms, com- 
pletely filled out, must be in the office 
of the California Medical Association 
no later than December 1, 1956. (No 
exhibit shown in 1956, and no indi- 
vidual who had an exhibit at the 1956 
session, will be eligible until 1958.) 


SCIENTIFIC PAPERS 
SCIENTIFIC EXHIBITS 
PLANNING MAKES PERFECT 
AN EARLY START HELPS 
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SECRETARIES OF SCIENTIFIC SECTIONS 


ALLERGY . - © ee c« « c William J. Kerr, Jr. 

711 D Street, San Rafael 

ANESTHESIOLOGY Howard S. Downs 
332 North Glendale atest Glendale 6 


DERMATOLOGY AND SYPHILOLOGY . . Edwin M. Hamlin 
2932 North Fresno Street, Fresno 


EAR, NOSE AND THROAT . - « Seymour Brockman 
2007 Wilshire Boulevard, Los Angeles 57 


EYE . . . .« «© « « «  « Harold B. Alexander 
14 West Valerio Street, Santa Barbara 


GENERAL PRACTICE - « Thomas N. Elmendorf 
Masonic Building, Willows 


GENERAL SURGERY ... - « W. Kenneth Jennings 
233 West Pueblo Street, Santa Barbara 


INDUSTRIAL MEDICINE AND SURGERY . . Earle T. Dewey 
600 Stockton Street, San Francisco 20 


INTERNAL MEDICINE . - Donald W. Petit 
960 East Green Street, Penhee 1 


OBSTETRICS AND GYNECOLOGY Keith P. Russell 
511 South Bonnie Brae, Los Angeles 57 


ORTHOPEDICS Raymond M. Wallerius 


2909 3 Street, ‘Suwanee 16 


PATHOLOGY AND BACTERIOLOGY . Dominic A. DeSanto 
Mercy Hospital, San Diego 3 


PEDIATRICS . . . . «. « « « « Sidney Rosin 
6230 Wilshire Boulevard, Los Angeles 48 


PSYCHIATRY AND NEUROLOGY . - Howard A. Biack 
2901 Capitol Avenue, Sacramento 16 


PUBLIC HEALTH ... James C. Maicolm 
15000 Foothill Sestesants ‘ten Leandro 


RADIOLOGY . - Stanford B. Rossiter 


Wnt Odteunp exten, Menlo Park 


UROLOGY Edmund Crowley 


1930 Wilshire peniunands nen Angeles 57 





NEWS & NOTES 


NATIONAL + STATE » COUNTY 


LOS ANGELES 


The fourth annual meeting of the Southern California 
Psychiatric Society will be held Saturday, October 20, 
1956, at the Ambassador Hotel in Los Angeles. Registration 
will take place at 10:30 that morning and the scientific pro- 
gram will begin at 1:30 p.m. 

ao * * 


The Society of Graduate Internists of the Los Angeles 
County Hospital will hold its fourth annual clinical sympo- 
sium at the Statler Hotel and the Los Angeles County Hos- 
pital on November 16, 17, and 18, 1956. Guest speakers will 
be Dr. Jerome W. Conn, Ann Arbor; Dr. Michael E. De- 
Bakey, Houston; Dr. Carl V. Moore, St. Louis, and Dr. Rob- 


ert W. Wilkins, Boston. 
ae as * 


The National Institutes of Health have granted $13,432 
for the first year of a two-year study on the “Screening of 
Plant and Animal Extracts for Antineoplastic Activ- 
ity”? to Drs. Mervyn Hardinge and Lester Lonergan of the 
Department of Pharmacology in the College of Medical 
Evangelists School of Medicine. Collaborating with the team 


will be Dr. Bruce Halstead and associates from C.M.E.’s 
School of Tropical and Preventive Medicine. 


SAN FRANCISCO 


A surgical refresher course dedicated to the memory of 
the late Dr. Francis T. Hodges, under the sponsorship of 
the San Francisco Academy of General Practices, will be 
given by the surgical service of the Veterans Administration 
Hospital at Fort Miley, San Francisco, and by members of 
the departments of surgery of Stanford University and Uni- 
versity of California schools of medicine. Meetings will be 
held Tuesday evenings, October 23 and October 30 and No- 
vember 6, 13, 20 and 27 between the hours of 8 and 10 in 
the Fort Miley hospital auditorium. 

The course is accredited for postgraduate education for 
AAGP members. The fee is $15 for AAGP members and $20 
for nonmembers. 

For further information and registration, contact Law- 
rence M. Trauner, M.D., 450 Sutter Street, San Francisco 8. 


* * * 


Announcement of the appointment of Dr. Leon Goldman 
as associate dean of the University of California School of 
Medicine, San Francisco, was announced recently by Dr. 
J. B. deC. M. Saunders, dean of the School of Medicine. 


The appointments of Dr. Robert H. Crede and Mal- 
colm S. Watts as assistant deans were also announced. All 
three men will continue to serve in their previous positions, 
Dr. Goldman as professor and chairman of the department 
of surgery, Dr. Crede as associate professor of medicine and 
Dr. Watts as assistant clinical professor of medicine. In addi- 
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tion Dr. Goldman’s responsibilities will include supervision 
of postdoctoral training, including internships, and he will 
also serve as liaison representative with the San Francisco 
Hospital. Dr. Crede will have purview of matters affecting 
undergraduate students. Dr. Watts will assist the dean in 
the area of professional relations. He will be the dean’s liai- 
son officer with the medical profession and with medical 


societies. 
ok * A 


The Utility Workshop of the San Francisco Committee for 
Service to Emigres will be used as an employment project 
for patients in the Rehabilitation Service of Stanford Hos- 
pital, it was announced recently by Hyman Kaplan, general 
secretary of the committee. 

The Workshop for the past 13 years has given employ- 
ment opportunities to elderly and disabled persons unem- 
ployable in private industry. The Hospital’s Rehabilitation 
Service has launched the experimental program in coopera- 
tion with the Utility Workshop for the purpose of helping 
rehabilitation patients to adjust to a job routine preliminary 
to attempts to place them in competitive industry. 


oS * * 


At the 9th Annual Meeting of the American Association 
of Blood Banks held September 3 to 5, 1956, in Boston, 
Mrs. Bernice Hemphill of San Francisco was reelected 
treasurer and Dr. Owen F. Thomas of Santa Rosa was 
elected a district director. The new president of the organi- 
zation is Dr. E. E. Muirhead of Dallas, Texas, and the 
president-elect Dr. Oscar Hunter of Washington, D. C. 


GENERAL 


Three schools in California each received $500,000 of 
the recently allotted Ford Foundation grants totaling $21,- 
750,000 that were given to strengthen instruction in the 44 
privately-supported medical schools now in operation in the 
United States. They are: College of Medical Evangelists 
School of Medicine, Los Angeles; University of Southern 
California School of Medicine, Los- Angeles; and Stanford 
University School of Medicine, San Francisco. 


* * * 


The Pacific Coast Society for the Study of Sterility 
will hold its fourth annual open meeting at Palm Springs, 
California, November 8 to 11, 1956. 

Registration is open to all physicians and other scientists 
interested in the problems of infertility. Advance registra- 
tion fee of $10 may be sent to the secretary-treasurer, 10911 
Weyburn Avenue, Los Angeles 24. 


* 1 * 


The annual convention of the American College of Gas- 
troenterology will be held at The Roosevelt in New York 
City on October 15, 16, 17, 1956. The program this year 
will feature six panel discussions on the diseases of the gas- 
trointestinal tract, one to be presented by each of the six 
medical schools in New York City. Following the conven- 
tion, the annual course in postgraduate gastroenterology, 
under the personal direction of Dr. Owen H. Wangensteen 
of Minneapolis and Dr. I. Snapper of Brooklyn will take 
place on October 18, 19, 20, 1956. The faculty has been 
chosen from the medical schools in New York and adjacent 
areas. 

Copies of the program and further information concern- 
ing the postgraduate course may be obtained by writing to: 
American College of Gastroenterology, 33 West 60th Street, 
New York 23, N. Y. 
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POSTGRADUATE 


EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
assemblies and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 13. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Dermatology in General Practice. Wednesdays, October 17 
through November 21. Twelve hours. Fee $30.00. 

Aviation Medicine. October 24, 25, 26. Twenty-one hours. 
Fee: $50.00. be 

Cardiology. Monday, November 12.* 

Obstetrics and Gynecology. Friday and Saturday, Novem- 
ber 16 and 17.* 

Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Medical Ophthalmology and Ophthalmoscopy, Thursday 
and Friday, November 1 to 2. Fourteen hours. $60.00. 

Symposium on the New Drugs. Saturday, November 10, 
Children’s Hospital, San Francisco. Seven hours.* 


Gastroenterology. Friday and Saturday, November 16 and 
17. Fifteen hours.* 

Symposium on Cataracts. December 5, 6, 7. Twenty hours.* 

New Diagnostic and Therapeutic Techniques. December 12, 
13, 14. Twenty hours.* 

Conference on Dermatology. January 11 and 12, 1957. 
Fourteen hours.* 

Iron in Clinical Medicine (International Symposium). Jan- 
uary 28 and 29, 1957. Sixteen hours.* 

Fundamental Principles of Radioactivity and the Diagnostic 
and Therapeutic Uses of Radioisotopes. Two or three 
month course limited to one enrollee per month. Tui- 
tion: $250.00 per month. 

Contact: Seymour M. Farber, M.D., Head, Postgraduate 
Instruction, Office of Medical Extension, University of 


California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 
Home Course in Electrocardiography. Physicians may reg- 


ister at any time and receive all 52 issues. Fifty-two 
weeks. Fee: $100.00. 


Bedside Clinics and Panel Discussions on Therapy in Internal 
Medicine. Los Angeles County Hospital, Thursdays, 
October 18 through January 24, 1957, 7:30 to 9:30 p.m. 
Twenty-four hours. Fee: $65.00. 


*Fees to be announced. 
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Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 

Conferences and Clinics in Endocrinology. Hotel Statler and 
Los Angeles County Hospital. All day, each day, Novem- 
ber 29, 30 and December 1. Fee: $65.00. 


Conferences and Live Clinics in Diseases of the Liver and 
Biliary Tract. All day, each day, Friday, Saturday and 
Sunday, March 22, 23, and 24, 1957. Hotel Statler and 
Los Angeles County Hospital. Fee: $65.00. 

Contact: Phil R. Manning, M.D., Director, Postgraduate 
Division, University of Southern California School of 
Medicine, 2025 Zonal Avenue, Los Angeles 33, CApital 
5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 

Surgical Anatomy: Dissection, Demonstration and Lectures, 
Thorax, Abdomen and Pelvis. Mondays and Wednesdays, 
January 14 through April 17, 1957. 104 hours. 

Varicose Veins, the Peripheral System. Tuesdays, January 
15 through February 26, 1957. Fourteen hours. 

Surgical Anatomy: Demonstration and Lectures, Thorax, 
Abdomen and Pelvis. Wednesdays, January 16 through 
April 17, 1957. Twenty-six hours, 

Management of Infertility. Thursdays, January 17 through 
March 7, 1957. Twelve hours. 

Operative Surgery. Wednesdays, March 20 through June 5, 
1957. Thirty hours. 

Gynecology. Wednesdays, March 27 through May 29, 1957. 
Ten hours. 

Thoracic Surgery. Wednesdays, April 24 through May 15, 
1957. Eight hours. 

Contact: Chairman, Section on Graduate and Postgradu- 
ate Medicine, College of Medical Evangelists, 1720 
Brooklyn Ave., Los Angeles 33. ANgelus 9-9131, Ext. 205. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 
SACRAMENTO VALLEY Circuit, in cooperation with Stan- 
ford University School of Medicine: 
Dunsmuir—Mondays, October 22, 29, November 5, 12. 
Chico—Tuesdays, October 23, 30, November 6, 13. 
Marysville—Wednesdays, October 24, 31, November 
7, 14. 
Auburn—Thursdays, October 25, November 1, 8, 15. 
Nortu Coast Circuit, in cooperation with University of 
California School of Medicine, San Francisco: 
Eureka—Mondays, October 22, 29, November 5, 12. 
Ukiah—Tuesdays, October 23, 30, November 6, 13. 
Napa—Wednesdays, October 24, 31, November 7, 14. 
West Coast Circuit in cooperation with University of 
Southern California School of Medicine: 
San Luis Obispo—Mondays, February 18, 25, March 4, 
11, 1957. 
Santa Maria—Tuesdays, February 19, 26, March 5, 12, 
1957. 
Santa Barbara—Wednesdays, February 20, 27, March 6, 
13, 1957. 


POSTGRADUATE INSTITUTES, 1957 

SouTHERN Counties (Riverside, Orange and San Bernar- 
dino) in cooperation with University of California, Los 
Angeles, February 14 to 15, 1957, Disneyland Hotel, 
Anaheim. Chairman: H. C. Barron, M.D., 4030 Eighth 
Street, Riverside. 
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West Coast CounrTiEs in cooperation with University of 
Southern California, March 7 to 8, 1957, Golden Bough 
Theater and La Playa Hotel, Carmel. Chairman: Ed- 
win W. Tucker, M.D., 1073 Cass Street, Monterey. 


San Joaguin CountiEs in cooperation with University of 
California, San Francisco, March 21 to 22, Hotel Cali- 
fornian, Fresno. Chairman: Richard H. Whitten, M.D., 
2912 Fresno Street, Fresno. 


Nortu Coast Countis in cooperation with Stanford Uni- 
versity, April 11 to 12, 1957, Odd Fellows Hall, Santa 
Rosa. Chairman: Robert S. Quinn, M.D., 185 Sotoyome 
Avenue, Santa Rosa. 


SACRAMENTO VALLEY CounrTIEs in cooperation with Col- 
lege of Medical Evangelists, June 20 to 21, 1957, Tahoe 
Tavern, Lake Tahoe. Chairman: C, M. Blumenfeld, 
M.D., 4700 Parkridge Road, Sacramento. 

Contact: One of the chairmen listed above, or Mrs. Mar- 
garet H. Griffith, Director, Postgraduate Activities, Cali- 
fornia Medical Association, 417 So, Hill Street, Los 
Angeles 13. 


Medical Dates Bulletin 


OCTOBER MEETINGS 
CauirorniA MepIcaL AssociATION second annual Confer- 
ence on Physicians and Schools, Hacienda, Fresno, 
October 19 to 20. Contact: Robert L. Thomas, assistant 
executive secretary, California Medical Association, 450 
Sutter St., San Francisco. 


Atamepa-Contra Costa D1ABeTEs ASSOCIATION one-day 
Symposium on Oral “Insulinoids,” October 22, Highland- 
Alameda County Hospital, Oakland. Contact: Institute 
for Metabolic Research, Highland-Alameda County Hos- 
pital, Oakland. 

OrtHopaepic Hospitat and Rancuo Los Amicos ReEspir- 
atorY CENTER jointly sponsor “A Seminar in Compre- 
hensive Patient Care for Selected Neuromuscular Dis- 
abilities,” October 22 to 26. All-day sessions beginning 
at 9:00 a.m. and one evening session, October 24. Con- 
tact: C. L. Lowman, M.D., Orthopaedic Hospital, 2400 
S. Flower St., Los Angeles, or John Affeldt, M.D., 
Rancho Los Amigos, Hondo, Calif. 

LETTERMAN Army Hospitat “Present Concepts in Internal 
Medicine,” 8:00 a.m. to 4:30 p.m., October 29 to No- 
vember 2. Contact: Major Max E. Knickerbocker, MSC, 
Chief of Education and Training Branch, Letterman 
Army Hospital, San Francisco. 


NOVEMBER MEETINGS 
Los ANGELES Uro.ocicaL Association Postgraduate As- 
sembly, Ambassador Hotel, Los Angeles, November 12 


to 16. Contact: Miss Vesta Fitzsimmons, executive sec- 
retary, 6253 Hollywood Blvd., Los Angeles 28. 


VETERANS ADMINISTRATION Hospitat Conference on Pul- 
monary Diseases, each Thursday. Contact: William R. 
Haas, M.D., director, Professional Services, Veterans 
Administration Hospital, Oakland, Calif. 

Sonoma County Heart Association Cardiovascular Sym- 
posium presented in cooperation with University of 
California Medical Extension, and Stanford University 
School of Medicine, Odd Fellows Hall, Santa Rosa, 
November 14. Contact: Thomas M. Torgerson, M.D., 
president, Sonoma County Heart Association, P. O. Box 
844, Santa Rosa, Calif. 


City or Hore Mepicat CENTER symposium on “Newer 
Developments in the Diagnosis and Management of Can- 
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cer,” November 14, 15, 16. Contact: Julian Love, M.D., 
Director, Division of Postgraduate Medical Education, 
City of Hope Medical Center, Duarte. 

First annual Samuel H. Golter Lecture sponsored by the 
Medical Research Institute of the Crry or Hope Mept- 
caL CentER: “Current Status of Myeloproliferative Dis- 
orders” by William Dameshek, M.D., Professor of Medi- 
cine, Tufts University School of Medicine. Boulevard 
Room, Ambassador Hotel, Los Angeles, 8:00 p.m., No- 
vember 15. 

INTERIM SEssion, AMERICAN COLLEGE OF CHEST Puysi- 
cIANS, Benjamin Franklin Hotel, Seattle, Washington, 
November 25 to 26, Contact: Murray Kornfeld, execu- 
tive director, American College of Chest Physicians, 
112 East Chestnut Street, Chicago 11, Illinois. 


Ca.irornia CONFERENCE OF Loca. HEALTH OFFICERs semi- 
annual meeting, Sacramento, November 27 to 28. Con- 
tact: Donald G. Davy, M.D., State Department of Public 
Health, 2151 Berkeley Way, Berkeley. 


1957 MEETINGS 


AMERICAN BOARD OF SURGERY examination, Part II, Los 
Angeles, January 14 and 15; San Francisco, January 17 
and 18. 

SOUTHERN CALIFORNIA CHAPTER, AMERICAN COLLEGE OF 
Surceons, Biltmore Hotel, Santa Barbara, January 18, 
19, and 20. Contact: Max R. Gaspar, M.D., Secretary- 
Treasurer, 211 Cherry Avenue, Long Beach 2. 

Cauirornia Rurat Heattw Councit Third Annual Con- 
ference on Rural Health, January 25 and 26, Hotel 
Senator, Sacramento. Contact: Glenn Gillette, associate 
director, Public Relations, California Medical Associa- 
tion, 450 Sutter Street, San Francisco. 


AMERICAN FEDERATION FOR CLINICAL ResEarcH, Wednes- 
day afternoon and Thursday morning, January 30 to 31, 
Golden Bough Theater and La Playa Hotel, Carmel.t 


WESTERN ASSOCIATION OF Puysicians, Wednesday morn- 
ing and Friday afternoon, January 30 and February 1, 
Golden Bough Theater, La Playa Hotel, Carmel.t 


Western Society ror CxinicaL Researcu, Wednesday 
afternoon, Thursday and Friday mornings, Golden 
Bough Theater and La Playa Hotel, Carmel.t 

Society oF GRADUATE SuRGEONS OF Los ANGELES CoUNTY 
Surgical Forum, March 4 to 8, Ambassador Hotel, Los 
Angeles. Contact: Wm. F. Roe, M.D., 14431 Hamlin St., 
Van Nuys, Calif. 

Recionat MEETING INTERNATIONAL COLLEGE OF SURGEONS, 
Santa Barbara, California, April 1 to 2. Contact: Ross V. 
Parks, M.D., 1930 Wilshire Blvd., Los Angeles 57. 


LETTERMAN Army Hospirat “Surgery in Acute Trauma,” 
8 a.m. to 4:30 p.m., April 1 to 3.4 


LetTERMAN Army Hospitat “Oral Surgery,” 8 a.m. to 
4:30 p.m., April 22 to 26.4 


Cauirornia Mepicat Association Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 28 to May 1. Contact: 
John Hunton, executive secretary, 450 Sutter St., San 
Francisco 8, or Ed Clancy, director of Public Relations, 
417 S. Hill St., Los Angeles 13. 

WesTerN Branco, AMERICAN Pusiic HEALTH AssocIA- 
TION annual meeting, Lafayette Hotel, Long Beach, May 
29 and June 1. Contact: Mrs. L. Amy Darter, Secretary- 
Treasurer, State Dept. Public Health, 2151 Berkeley 
Way, Berkeley. 


t For information contact: Joseph Ross, M.D., associate dean, 
UCLA Medical Center, Los Angeles 24. 


t Contact: Major Max E. Knickerbocker, MSC, Chief of Education 
and Training Branch, Letterman Army Hospital, San Francisco. 
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THE PHYSICIAN'S Cookshelf- 


MEDICAL PARASITOLOGY—For Medical Students and 
Practicing Physicians—2nd Edition—William G. Sawitz, 
M.D., Professor of Parasitology, Associate in Medicine, 
The Jefferson Medical College of Philadelphia. The Blakis- 
ton Division, McGraw-Hill Book Company, Inc. New York, 
1956. 342 pages, $6.00. 


The first edition of this text published six years ago was 
very favorably received and many teachers of parasitology 
in medical schools and practicing clinicians found it worthy. 
This new edition has been increased from 296 to 342 pages. 
On the whole the second edition is quite similar to the 
first. A few new features have been added which consider- 
ably enhance the value and usefulness of the text. The pres- 
entation of material follows the usual pattern in books 
dealing with medical parasitology. There are chapters deal- 
ing with the important protozoa, helminths and arthropods 
which are associated with disease in man. These are followed 
by a rather extensive section on treatment of the various 
parasitic diseases. This same section includes, as well, a 
discussion of arthropod infestations wherein the harmful 
effects produced by insects and arachnids and the measures 
which should be taken to counteract these harmful effects 
are described. There is a short but helpful section on some 
of the insecticides currently in general use. For the second 
edition the author has added a section of some 17 pages 
which is designated as “Synopsis.” There is a brief intro- 
duction to this section which many authors would place at 
the beginning of their books instead of at the end. As part 
of the “Synopsis” there are tabular or diagrammatic presen- 
tations of “Life Cycles of Intestinal Parasites,” “Sites of 
Infection by Parasites” and “Diagnostic Material and Stage 
of Parasite Found.” In addition there is a helpful discussion 
of the characteristic blood changes which occur in parasitic 
infections. 

Standard procedures and methods employed in the labora- 
tory diagnosis of parasitic infections are presented in a short 
section. The method of preparation of only one culture 
medium for Entamoeba histolytica is given, It would have 
been helpful to include an all-liquid type of medium. Al- 
though the Army Medical School (AMS) technique for the 
recovery of schistosome eggs from feces is included in the 
technical section it is unfortunate that the formalin-ether- 
sedimentation. procedure (after Ritchie) also developed in 
an Army laboratory (406 MGL) was not included as well. 
This latter method is a highly efficient centrifugation- 
sedimentation technique in general use in many diagnostic 
laboratories. The book concludes with a vocabulary of 
technical terms, If pertinent the etymological derivation for 
each term is indicated. This is a most useful aid to the 
medical student who often approaches the terminology of the 
parasites of man with a sense of frustration and defeat. 

Certain sections of the textual parts of the book have been 
expanded but in the main there are no extensive additions. 
For example there is a fuller description of the clinical 
aspects of amoebiasis and there have been additions to the 
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section on toxoplasmosis. There are a large number of draw- 
ings throughout the book giving the structural and differ- 
ential-diagnostic features of the various parasites. From the 
student’s standpoint this is one of the most helpful aspects 
of the text. The drawings on the whole are excellent—some 
additional figures have been added. It is good to find that the 
drawing of Isospora hominis, the procercoid larva and the 
sparganum of Diphyllobothrium latum and the unilocular 
cyst of Echinococcus granulosus have been redone. The 
drawings of the eggs of Clonorchis sinensis and Heterophyes 
heterophyes are poor and misleading. 

The book is intended primarily for medical students and 
for clinicians. The professional parasitologist and the labora- 
tory worker who is responsible for the examination of clini- 
cal materials would find it of limited use. No doubt the 
author would agree with this since it was his intention to 
provide a practical text for courses in medical parasitology 
in our schools of medicine and for clinicians to aid them in 
the diagnosis and treatment of parasitic infections. The text 
is concise and to the point. Taxonomy is kept to a minimum 
and only that amount of zoologic information is presented 
to permit adequate orientation with regard to diagnosis, 
pathogenesis and epidemiology. 

There is no doubt that this second edition will receive 
continued favor by students, instructors and clinicians. 
Anyone searching for a most informative concise and prac- 
tical presentation of medical parasitology would do well to 
acquire this book. 

* a A‘ 


PROGRESS IN HEMATOLOGY—Volume I—1956—Edited 
by Leandro M. Tocantins, M.D., with 27 contributors. 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16. 
336 pages, $9.75. 


This volume joins the many Reviews and Advances now 
appearing with 16 sections on various hematologic subjects. 
Whatever the editor’s intention, he has called upon out- 
standing workers who have reviewed their particular fields. 
Among the articles of general interest are those on intrinsic 
factor and B,: interrelationships, treatment of hypochromic 
anemia with parenteral iron, life span of erythrocytes, ab- 
normal hemoglobins, the autoimmune thrombocytopenias, 
the blood in systemic lupus erythematosus, the chemother- 
apy of leukemia, agammaglcbulinemia and others. The 
papers by Tocantins’ group are rather restricted in scope 
(local factors in upper gastrointestinal bleeding, radio-gold 
in acquired hemolytic anemia) and might better have been 
submitted to a journal of hematology. The volume is well 
printed with good illustrations although the publisher in- 
cluded 20 extra pages of one section. The book is highly 
recommended and will be of interest to the general physi- 
cian, pediatrician (exchange transfusion), surgeon (surgery 
in hemophilia), obstetrician (acute fibrinogen deficiency) , 
hematologist, laboratory and research worker (leukocyte 
metabolism and recovery from radiation). It is hoped that 
further numbers will appear. 





MENTAL HYGIENE IN PUBLIC HEALTH—Second 
Edition—-Paul V. Lemkau, M.D., Professor of Public 
Health Administration, Division of Mental Hygiene, Johns 
Hopkins University, McGraw-Hill Book Company, Inc., 
New York, 1955. 485 pages, $8.00. 


This is the second edition of this well-known book dealing 
with the public health aspects of psychiatry, the first edition 
having appeared six years ago. There is considerable new 
material and revision of the other material, and the book 
is thoroughly up-to-date. The author, who is a professor in 
this subject at Johns Hopkins, shows a thorough knowledge 
of the subject and his whole approach seems to be largely 
along lines laid down by the late Adolph Meyer who, for 
so many years, was Professor of Psychiatry at Johns Hopkins 
and labeled by many as the father of American psychiatry. 
The book is divided into two parts—Part One discusses The 
Place of Mental Hygiene in Public Health, and Part Two, 
The Development of the Individual. The author starts out 
with the idea that every human being is unique, but there 
are certain rather common characteristics of what we call 
personality. He emphasizes that “All our human capacities 
are dependent upon genetic factors,” and “The personality 
at any moment is the result of two types of influence: (1) 
The constitution of the individual; (2) the experience he 
has passed through since his genetic future was sealed at 
the moment of conception.” Discussion follows of the rela- 
tions of heredity and environment (physical, psychological, 
sociological) in line with the best thinking of psychiatry. 
In his early discussion of the prevention of mental illness 
the author emphasizes two important approaches—“(1) the 
protection of the brain from damage and the promotion of 
good general health; (2) efforts aimed at the healthy assim- 
ilation of life experiences into the personality structure of 
the individual as these experiences are occurring.” He also 
goes on to state, “Mental hygiene concerns itself with the 
prevention of mental illnesses, the promotion of mental 
health, and, together with psychiatry, with early treatment to 
arrest behavior disorder in its eariy stages.” Little is said 
of the role of heredity as a specific factor in causing mental 
disease or mental defect until one gets to Chapter 9, entitled: 
The Preindividual Factors: Eugenics. Here one finds an 
excellent discussion of the problem of eugenics and the role 
of heredity in the production of both desirable and undesir- 
able mental states. The author emphasizes that normal traits 
are usually due to dominant qualities, whereas “hereditary 
abnormalities are’ usually recessive.” He states that in many 
of the serious types of inherited mental conditions the 
individual dies before reaching the age of reproduction; 
therefore, there is no point in sterilizing such individuals. 
For the other conditions which are due to recessive genes 
from both parents who are themselves normal, he points out 
that there is no way of identifying such persons in our 
present state of knowledge. He suggests that we may in time 
come to spot such individuals and that possibly electroen- 
cephalography is giving us a clue as to persons who may be 
carrying the recessive genes of epilepsy. He is pessimistic 
about the present application of eugenic knowledge in the 
United States, and concludes that we must look forward 
to a progressive decrease in the average intelligence of the 
race until such time as we really attack this problem from 
the eugenic standpoint. On the positive side it is pointed 
out that dispersion of the population will result in fewer 
marriages where the same recessive gene will occur in both 
parents—hence a lessened incidence of the defects due to 
such recessive genes. He also emphasizes the well-recog- 
nized idea that if we have large families from desirable 
stock and smaller families of undesirable stock, the net 
result will be beneficial from the hereditary standpoint. He 
also mentions something probably not known to most physi- 
cians, that in West Germany, at the present time, the public 
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health agencies can check through marriage licenses and 
family histories. “When such an individual wishes to marry, 
the health officials have the right to call him in, to persuade 
him to tell his proposed marital partner of the situation, 
and to counsel with both regarding the possibility of passing 
on defective germ plasm. Originally, the health official had 
the legal power to stop the marriage, though this is no longer 
constitutional in West Germany. No such program is known 
to exist elsewhere.” There is a brief discussion of birth 
control as a means of both increasing the families of desir- 
able parents and decreasing or preventing any children at 
all in couples where there is strong likelihood of inheritance 
of undesirable mental qualities. It is pointed out that some 
nations have even legalized abortion as a eugenic measure. 
The first part of the volume deals largely with specific 
problems of organization and function of mental hygiene in 
the field of public health, together with the techniques to 
be employed. There are three chapters on the attack of the 
problem at national, state and local levels. 

The rest of the book is taken up with the development of 
the personality, having chapters for the various stages of 
development of the personality, beginning with the prenatal 
period and ending up with the period of old age. These are 
excellent general summaries of the subject, but necessarily 
have to discuss in a single chapter subjects which often 
fill one or several volumes. On the whole, the author has 
done well in the material selected and presented. There is 
an interesting appendix which discusses the classification of 
psychopathological states for the public health officer, and 
there is a 24-page listing and evaluation of visual aids. The 
book is a well-rounded, up-to-date discussion of mental hy- 
giene in public health, and can be recommended to anyone 
who wishes to read a volume on this subject. 


* * * 


CLASSICS OF BIOLOGY—dAugust Pi Suner. Philosophi- 
cal Library, New York, 1955. 337 pages, $7.50. 


Dr. Stern has done the English speaking public a real 
service in giving us this translation of Dr. August Pi Sufer’s 
admirable compilation of Classics of Biology. The scheme 
followed with each of the many chapters is to present first 
an “orientation” essay on the subject to be considered such 
as Biocatalysts, Heredity, Individual and Species, etc., fol- 
lowed by abstracts from the works of great students con- 
cerned with that topic. Thus under Individual and Species 
there are quotations from the writings of Linnaeus, Cuvier, 
Darwin, Huxley, De Vries and Woodruff. There are 16 such 
chapters containing a storehouse of information on the fun- 
damental aspects of biology. This is indeed a masterly com- 
pilation which must have involved endless reading, thought, 
and judgment on the part of the compiler. 


* * * 


THE OFFICE ASSISTANT—In Medical or Dental Prac- 
tice—Portia M. Frederick, Instructor, Medical Office As- 
sisting, Long Beach City College; and Carol Towner, 
Executive Assistant, Department of Public Relations, 
American Medical Association, W. B. Saunders Company, 
Philadelphia, 1956. 351 pages, $4.75. 


This small book will be of inestimable value to anyone 
desirous of capably assisting in a physician’s office. It has 
considerable value to any physician who would like a 
reliable guide for his office assistant. Written clearly and 
concisely, emphasis is properly placed on the public rela- 
tions aspects of the assistant’s position. Considerable detail 
is also offered in discussion of ethics, technique of reception, 
making appointments, keeping records, billing and assisting 
in examinations, the laboratory and with medications, Even 
the complex subject of insurance is well covered, although 
one could wish for more detail here. 

This book should be in every office and might well be 
required reading for all office assistants. 
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THE INTERPRETATION OF THE UNIPOLAR ELEC- 
TROCARDIOGRAM—Gordon B. Myers, M.D., Professor of 
Medicine, Wayne University College of Medicine, The 
Cc. V. Mosby Company, St. Louis, 1956. 164 pages, $4.75. 


This manual represents a carefully edited compilation of 
lecture material the author has used for a number of years 
as part of a postgraduate course in electrocardiography and 
it follows that emphasis is laid on a stepwise didactic 
approach, It is expanded under five major headings which 
include consideration of the basic electrical phenomena and 
their relation to the electrocardiographic deflections; pro- 
cedure for interpretation; an analysis of QRS-T in normal 
and abnormal tracings; disorders involving rate and rhythm 
and a final summary of QRS-T patterns. Since the standard 
limb leads are not discussed, the physical considerations are 
held to a direct, uncomplicated minimum which are, how- 
ever, wholly adequate to explain the electrical events 
described. The author begins by defining all portions of the 
electrocardiogram and what each represents, together with 
a description of how to evaluate the technical aspects of the 
record. Thus, as they subsequently encounter the chapter on 
the origin and form of the QRS.-T, the illustrations may be 
fairly easily read even by those relatively inexperienced in 
electrocardiographic interpretation. A series of schematic 
drawings of the heart illustrate time-sequence relationships 
as they correlate the direction and spread of electrical ac- 
tivity as well as its speed and duration with sequential 
electrocardiographic records at progressive time intervals. 
This technic is extensively and successfully exploited to give 
the reader a strong sense of the dynamism involved in the 
electrocardiographic tracing. The author then assembles all 
of the previously described phenomena in a final chapter of 
readily usable summary. 

The Manual has the advantages of simplicity, lucidity 
and thoroughness, and has been arranged by a teacher with 
large experience in the field and one who is clearly respon- 
sive to the needs of his students. One would wish however, 
to see mention made of the cardiographic findings in pul- 
monary embolism and more adequate discussion of the value 
of voltage measurements in ventricular hypertrophy. Addi- 
tionally, this reviewer feels the large pages and processed, 
typewriter-like printing makes for reader fatigue. A more 
serious drawback, and one which contributes further to 
reader fatigue, is the absence of illustrative tracings to 
accompany the abnormal conditions under discussion. Even 
though this manual was intended to be produced inexpen- 
sively, it fails to a degree in its purpose as a teaching 
instrument by this omission, In the same vein, a pertinent 
bibliography would enhance further its value and would 
hardly add significantly to its cost. 

Despite the above comments, the authoritative discussion 
by such an experienced man as Dr. Myers, makes this 
manual a valuable addition to the field of cardiology. 

* * a 


ELECTROCARDIOGRAPH Y—Fundamentals and Clini- 
cal Application—Second Edition—Louis Wolff, M.D., Visit- 
ing Physician, Consultant in Cardiology and Chief of the 
Electrocardiographic Laboratory, Beth Israel Hospital; 
Assistant Clinical Professor of Medicine, Harvard Medical 
School. W. B. Saunders Company, Philadelphia, 1956. 342 
pages, 199 illustrations, $7.00. 


Wolff's book is a significant contribution and will be 
warmly welcomed by physicians interested in learning 
electrocardiography. The second edition is considerably ex- 
panded over the first one and has major changes. A section 
on arrhythmias and rewriting of the text to emphasize a 
knowledge of the spatial orientation of the cardiac vector 
contributes to an understanding of the electrocardiogram. 
The author is interested in avoiding a purely empiric inter- 
pretation of the electrocardiogram and his combinaiion of 
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vector analysis with electrocardiographic interpretation 
clarifies the subject considerably. The author is a man who 
has had wide experience in his field and a good many clini- 
cal correlations are scattered through the text. 


The strongest chapters include the introductory ones on 
electrophysiology and electrical axis, the discussion of myo- 
cardial infarction, ventricular hypertrophy, and bundle 
branch block. 


The sections on electrolyte imbalance, pericarditis, and 
pulmonary embolism are relatively sketchy, although the 
basic data is presented. These sections could be more com- 
prehensive; for example, acute pericarditis is illustrated by 
only one electrocardiogram and no serial tracings are shown 
and the total discussion covers only 24% pages. The section 
on the arrhythmias is compact but relatively brief so that 
variations of the ordinary rhythms could not be discussed 
in detail; for example, the text on premature beats is ap- 
proximately 3% pages. The text on atrial ventricular block, 
exclusive of the figures and clinical data, also was quite 
brief. 


The book can be highly recommended because of its 
strong sections and because of its vector orientation. The text 
is lucid, the illustrations are clear, and the electrocardio- 
grams shown are typical and well described. 


* x * 


HISTAMINE — Ciba Foundation Symposium — Editors: 
G. E. W. Wolstenholme and Cecilia M. O’Connor. Little, 
Brown and Company, Boston, 1956. 472 pages, $9.00. 


This book is another in the series of important publica- 
tions of conferences sponsored by the c1Ba Foundation. It 
is somewhat unusual in that it consists of reports of two 
conferences in a single volume: The Symposium of the 
Physiological and Pharmacological Societies at the Well- 
come Foundation and a Symposium held at the crpa Foun- 
dation. The participants at the conferences include dis- 
tinguished pharmacologists and physiologists, as well as 
clinicians, from the Americas, from England and from Con- 
tinental Europe. The presentations at both conferences 
consisted of some of moderate length on highly specialized 
and technically treated aspects of the histamine problem, 
as well as short reports on minor aspects. The groups of 
discussions are followed by a detailed and complete sum- 
mary of the discussion that occurred following each group 
of presentations. 

Scientific findings that are presented are important ones 
from the point of view of fundamental physiology and 
pharmacology, but much of the material is not of immediate 
concern to the practicing physician. It is apparent that 
medicine talks much and does much about histamine with- 
out understanding clearly its mechanism of production, 
release and destruction, for if these distinguished investiga- 
tors are relatively humble about their knowledge so should 
necessarily be the practicing physician. 

Those with good background should profit much from 
this book; it is not a source which will at the same time 
supply background and bring the novice up to date. 

With respect to the use of antihistaminic drugs, a short 
report by J. J. Reuse from the University of Brussels is of 
interest. Antihistaminics act strongly to block the effects 
of endogenous histamine, but doses must be much higher 
to counter the effects of histamine of endogenous origin, 
particularly that released by certain antigens. This may 
shed some light on the irregular responses noted under 
clinical conditions. 

In summary, this book is likely to be of much value to 
physiologists and pharmacologists, a source of guilt-feelings 
to the allergist, and of relatively little interest to practicing 
physicians. 
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SCALPEL—Men Who Made Surgery—Agatha Young. 
Random House, New York, 1956. 331 pages, $5.00. 


This fascinating book on medical history written by a 
laywoman for laymen provides entrancing reading for mem- 
bers of the profession she describes so vividly, so frankly, 
but withal most sympathetically. To be sure, some of the 
portrayals concern themselves more with the intimate details 
of the personal eccentricities and peculiarities of her sub- 
jects than with their scientific contributions—no doubt 
quite acceptable to the layreader but somewhat disappoint- 
ing to the scientist. The book’s lively interest, however, lies 
not only in the development of techniques, but also in the 
very colorful descriptions of the manners and mores of the 
people at the times when her heroes lived. In the days of 
Vesalius, Paré, Harvey and Hunter, yet unborn were those 
twin marvels of modern civilization, unlimited water supply 
and sanitary sewage disposal, which today make living even 
in cities of 6,000,000 people a matter of miraculous bodily 
comfort and unassailed special senses. As one reads her 
pictures of primitive living and primitive passions one can 
hardly credit the appalling filth and stench that assailed 
one’s nostrils fram the streets, hospitals, houses, and even 
from the bodies of human beings that characterized the 
cities and towns of the Sixteenth Century. Difficult to under- 
stand also is the savage and inhuman cruelty of the religious 
bigots responsible for the massacre on St. Bartholomew’s 
Eve, the intimate details of which the author presents in 
vivid fashion. The conditions prevailing in the hospitals and 
anatomical laboratories of the time must have discouraged 
many of tender feelings from pursuing the profession of 
medicine. 

The reader of this book will be amply repaid in a better 
understanding of the development of anesthesia, of antisep- 
sis and asepsis, of the control of hemorrhage, and of the 
development of safe and sane operating which has made 


possible the truly great triumphs in the surgery of the 
present day. The pioneers responsible for these develop- 
ments deserve our unlimited admiration for their courage 
and persistence in the face of the stubborn opposition of 
blind ignorance that impeded their progress at every turn. 


* * * 


TREATMENT OF HEART DISEASE—A Clinical Physi- 
ologic Approach—Harry Gross, M.D., F.A.C.P. and Abra- 
ham Jexer, M.D., both Assistant Clinical Professors of 
Medicine, Columbia University College of Physicians and 
Surgeons, W. B. Saunders Company, Philadelphia, 1956. 
549 pages, 91 figures, $13.00. 


This book on the treatment of heart disease is primarily 
a textbook of cardiology with more emphasis on treatment 
than in the average text. The authors are clinical cardi- 
ologists who have compiled existing knowledge of heart 
disease into a readable, practical discussion of the subject. 
They have not introduced any new concepts nor do they 
present any original data. The sections on digitalis, quini- 
dine, the arrhythmias and congestive heart failure are 
particularly complete and the bibliography at the end of 
each chapter is current and valuable. 

The authors offer a good section on surgery and the 
cardiac patient, a discussion of emotions, rehabilitation, a 
chapter on “Living With a Sick Heart,” and an appendix 
dealing with diets, recipes, and a table of the sodium and 
potassium content of various foods. These last are most 
helpful and reveal the authors’ long experience with cardiac 
patients. The book will prove a useful addition to the car- 
diac literature but it is doubtful that it will replace the 
existing texts by Friedberg, White and Wood. It is recom- 
mended to physicians as an up-to-date appraisal of cardi- 
ology by experienced clinicians whose emphasis is eminently 
practical but, at the same time, correlates physiological 
concepts as the basis for the various forms of treatment. 
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THE RECOVERY ROOM—Immediate Postoperative 
Management—Max S. Sadove, M.D., Professor of Surgery 
(Anesthesia); and James H. Cross, M.D., Clinical Assistant 
Professor of Surgery; both of the University of Illinois Col- 
lege of Medicine; with contributions by 24 authors. W. B. 
Saunders Company, Philadelphia, 1956. 597 pages, $12.00. 


The postoperative recovery room has become a very essen- 
tial part of the modern hospital. Doctors Sadove and Cross 
present an exhaustive review of all aspects of recovery room 
activity, including design and equipment, staffing, manage- 
ment and operational policies. However, the discussion goes 
beyond the actual physical setup of this area, and covers 
all phases of management of the severely ill patient, pre- 
operative and nonoperative as well as postoperative. In the 
authors’ concept, the “recovery room” becomes an intensive 
therapy unit in which all critically ill patients can receive 
specialized and personalized care. 

The recovery or intensive therapy room is discussed from 
the standpoint of all concerned—the building committee, 
hospital administration, anesthesiologist, nursing personnel 
as well as the physicians of the various specialties whose 
patients come under the care of the unit. 

The chapter entitled “Principles of Recovery Room Man- 
agement” discusses pain and its control, analgesics, hyp- 
notics and antibiotics that may need to be administered in 
the intensive therapy unit, and methods of administration. 
Other chapters deal with the problems of circulatory, 
respiratory and nutritional complications; postoperative care 
of the patient of the various surgical specialties; manage- 
ment of medical problems; and nursing care. 

The authors, with contributions by 24 other specialists, 
have assembled a comprehensive volume that covers the 
subject exhaustively. It is well written and is a must reading 
for hospital personnel contemplating the set-up of an inten- 
sive therapy unit, or the reorganization of one already 
existing. The book also contains information of value to 
general practitioners, surgeons, internists, anesthesiologists, 
and nurses. It should make a valuable addition to libraries 
of nursing schools, hospitals, residency training programs 
and the individual physician. 


* * * 


DISEASES OF THE NOSE, THROAT AND EAR—A 
Handbook for Students and Practitioners—Sixth Edition— 
I. Simon Hall, M.B., Sh.B., F.R.C.P.E., F.R.C.S.E., Surgeon 
to Royal Infirmary, Edinburgh. E. & S. Livingstone, Ltd., 
Edinburgh. Distributed in U.S.A. by The Williams and 
Wilkins Company, Baltimore, 1956. 463 pages, $4.75. 


The prospective purchaser of this volume should know 
of the author’s statement under the heading of “Preface to 
Sixth Edition.” This statement reads: “Since the publication 
of the Fifth Edition, there have been few major changes in 
management of this specialty. There are, however, certain 
trends and, where possible, these are reflected in changes 
in the text. Considerable trouble has been taken to avoid 
enlargement of the book and it remains the same size as in 
previous editions.” 

For those who have not had an opportunity to see and 
read the previous editions, I would strongly recommend that 
they procure this Sixth Edition. It is a charming compilation 
of important facts, and singularly free of unnecessary 
fancies. 

The method of presentation is concise, direct, and easily 
followed. For the American, certain of the phraseology is 
delightful, and, by and large, terms not familiar to both 
sides of the Atlantic and which could be misconstrued have 


. been eliminated. 


The size of the book is definitely misleading. It seems 
almost impossible that such a small sized volume could 
contain such worthwhile fundamental background and cur- 
rent information. This volume should be in the presence of, 
or accessible to, every practicing otolaryngologist. 
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